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Abstract
This study was conducted to understand the influences of various factors within hospital 
foodservice on patients’ preferences and consumption of food in Malaysian public hospitals. In 
study one, five groups of individuals were interviewed (total=38 respondents; 18 patients and 20 
staff) in six public hospitals. Semi-structured interviews were conducted, and data were analysed 
using content analysis to identify factors associated with food consumption. Findings showed a 
failure of hospital authorities to identify factors that contributed towards patients’ conceptualisation 
of hospital food. As a result, this resulted in reports of poor acceptance of hospital food. Five 
themes were identified -  food attributes, familiarity o f food, feeling cared fo r  by staff, rights to 
choose and eating environment, where the influence of emotion was most evident even though the 
relationship between emotion and hospital food consumption is not well-established in the 
literature. Subsequently, study two was conducted to explore the role of emotions among twenty 
nine patients (aged 18-65 years old) from three hospitals. Again the semi-structured interviews were 
used, but with the incorporation of the Critical Incident Technique (CIT). The CIT and content 
analysis allowed identification of 180 incidents, which indicated higher frequency of incidents 
eliciting negative emotion (n=108, 56.7%), than positive emotions (n=78, 43.3%). The findings 
highlighted the themes of emotions, arising from factors in study one and the impact on patients’ 
food consumption. Frequently mentioned emotions included ‘frustration’, ‘interest’, ‘enjoyment’, 
‘hostility’, ‘shame’, ‘boredom’, ‘sadness’, ‘anger’, ‘surprise’ and ‘satisfaction’. Chi-square analysis 
indicated an association between the incidents that elicited positive or negative emotions and food 
provision factors (from study one). The findings of this study provide an understanding of the role 
of emotions and established emotion as a powerful intermediating factor on patients’ food 
consumption. The elicitation of positive emotions led to positive outcomes (better acceptance of 
hospital food, increased consumption of hospital food), and negative emotions let to negative 
outcomes (decreased or do not consume hospital food, increased consumption of food from 
outside). As such, incorporation of the emotional dimension will be useful in hospital food 
provision.
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CHAPTER 1
Chapter 1: Introduction I  (Study One)
Chapter 1: Introduction I (Study One)
1.1 Structure of Research
This thesis was structured according to two different studies conducted. Chapter 1 to 
4 focuses on introduction, literature review, methodology and results of study one. 
Where else chapter 5 to 8 concentrates on the introduction, literature review, 
methodology and results of study two. Chapter 9 brings both studies together (study 
one and two) in the conclusion part. The flow of the thesis was structured in a 
manner to indicate that study one was the foundation for study two. Particularly, the 
findings of study one was extremely useful and essential in developing study two.
Study one highlighted a factor that was not focused much in terms of patients’ food 
consumption -  the role of emotion. Aspects that affects a patient’s judgement of 
hospital food, such as the moderators that influences their satisfaction (Fallon et al., 
2008; Stanga et al., 2003) and service dimensions related to food provision (Schmidt 
et al., 2009; Engelund et al., 2007) have been investigated intensively to propose the 
best possible way to improve food consumption. However, psychological aspect that 
underlies their decision to consume hospital food is not given much emphasis, as the 
decision to consume was primarily considered as a cognitive process (Jacobsson et 
al., 2004). Based on the findings of study one, focus of study two was then 
conceptualised and focused on the role of emotions.
It was determined that separating the chapters according to study one and study two 
provided a flow, specifying how the research was conceptualised and carried out. 
The structure of this thesis also allowed identification of aspects such as literature 
review and methodology specific to study one. Figure 1.1 shows the structure of this 
thesis, as the chapters are divided by studies conducted -  Study One and Study Two.
1
Figure 1.1: Structure of Thesis
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1.2 Introduction
Provision of food in hospitals is particularly beneficial, as up to 75% of hospital 
patients depend upon the catering menu for their sole source of nutrition in most 
countries (Allison, 2003). As such, hospital foodservice has become an essential 
feature of the service industry, demanding close attention to issues such as quality, 
functionality and usability of foodservice systems (Drain, 2001). Early reports on 
hospital food such as by Florence Nightingale reported that patients admitted in the 
hospital often starve due to lack of provision although there are adequate food 
supplies (Nightingale, 1859). Even after many years, the situation did not change 
much as patients’ nutritional needs could not be met, simply because the foodservice 
system did not cater for those who are unwell or have appetite suppressed by effects 
of disease or injury (Klipstein-Grobusch, 1995; Incalzi et al., 1996 and Gall, 1998). 
As a result, many patients were undernourished during their stay in the hospital (Elia 
et al., 2006).
Some of the reasons for ‘compromised consumption’ (inadequate food consumption) 
included poor quality or unsuitable hospital food, lack of help for patients during 
mealtime, failure of staffs to identify undemutrition or refer to a dietician, failure of 
hospital policies to provide adequate resources for staff training (Gumming, 2004). 
Solution for these problems lies on improvising the hospital foodservice, integrating 
both food and service aspects. Good hospital foodservice has a beneficial impact on 
the recovery of patients and quality of life (Kondmp, 2004). However, very few 
patients discuss their preferences for food with the staff (Lassen et al., 2005), which 
leads to low food consumption. Communication to address patients’ preference can 
improve their satisfaction with food and the service patients received. In that way, 
not only patients’ preferences could be addressed, but the hospital foodservice could 
be also improved. To address issues related to patients’ consumption, a series of 
studies were planned, as part of this research. The study one was organised in an 
exploratory manner to assess the existing situation in respect to patients’ preferences, 
foodservice staffs’ practices in providing service to patients and the management 
aspect of hospital foodservice (the system), particularly in public hospitals in 
Malaysia, where there was limited published information.
3
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1.3 Rationale
There was a need to carry out an exploratory study (study one), as not much was 
known about food provision in Malaysian public hospitals and to better comprehend 
the foodservice system in Malaysian public hospitals. For example, there were 
different menus, which varied according to different classes (1st, 2nd and 3rd) and 
focused on the local community’s food preferences (Ministry of Health, 2008). 
‘Meal’ in the hospital context was defined as diet specifically prepared to meet 
patients ’ increased nutrition demands (Kondmp, 2004), which was associated with 
their well-being. However, how it affected overall provision of food, and patients’ 
preferences and consumption was unknown.
Malaysia’s multi-ethnic (mainly Malays, Chinese and Indian) environment has a 
strong influence on the type of food consumed. Their eating habits are shaped by 
their cultural background. Conceptualising particular foods as ‘ethnic’ cuisines 
represents their preferences of a particular ethnic food, often related to their cultural 
background (Huat and Rajah, 2001). Besides, food preferences in hospitals are often 
connected with a culture, which influences their food consumption (Sidenvall et al., 
1996; Kennewell and Kokkinakos, 2001; Vivant et al., 2008). The influences of 
culture, especially ethnic based food on patients’ food consumption remain 
unexplored in Malaysia.
Public hospitals in Malaysia were excellent choice to conduct this study, as 53% of 
the hospitals are public hospitals, which needed upgrading to strengthen the public 
healthcare service and improve the efficiency and image of the public hospitals 
(Chee and Barraclough, 2009). Besides, improvement of personnel morale and 
efficiency in providing quality healthcare to the patients were also anticipated 
(Suleiman, and Jegathesan, 2000). To date, there is only one study on hospital 
foodservice in Malaysia, which investigated patients’ satisfaction with foodservice 
and intake of energy and protein (nutrition based research). The study indicated 
acceptability of hospital food was low, and both energy and protein intake was 
significantly higher from hospital food compared to outside food (Jamaluddin et al., 
2010). However, the results reported may not be reflective of the actual situation and 
lacked in-depth analysis. This is because the study was only conducted in one small 
hospital situated in a rural area. Nevertheless, the quantitative study established a
4
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need to explore the reasoning behind patients’ acceptability of hospital food. It 
indicated a gap in research to be addressed, especially focus on the foodservice and 
food provision elements.
In terms of nutrition, there was a lack of evidence indicating patients’ nutritional 
intake was compromised among adult or children group in Malaysia. However, 
judging by studies conducted in different countries (Stanga et al., 2003), it is almost 
certain that patients in Malaysia will experience similar consequences. Besides, the 
NCCFN, Malaysia (National Co-ordination Committee on Food and Nutrition, 2009) 
has reported Malaysia was experiencing the double burden of malnutrition (both 
undemutrition and ovemutrition), as part of the nutrition transition phase. This 
provided indication that undemutrition might be common among patients. Apart 
from nutrition based evidence, general preferences and consumption of outside food 
compared to hospital food among Malaysians was one of the keys factors associated 
with lower food consumption and compromised nutritional status during 
hospitalisation. Study one was based on the reasoning discussed above.
1.4 Aim of Study
The aim of study one was to understand the influences of various factors within 
hospital foodservice on patients’ preferences and consumption of hospital food in 
Malaysian public hospitals. It is an extensive exploratory study to examine both 
patients’ and staff’s (doctors, nurses, foodservice managers and dieticians) opinion 
and attitude towards the current food provision practices. Findings of this study were 
used as a basis for designing study two.
1.5 Research Questions
• What are the factors related to patients’ acceptance of hospital food and its 
impact on their consumption?
• How patients’ hospital food consumption could be improved from patients’ 
perspectives?
• What is staff’s opinion on current hospital food provision?
5
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Chapter 2: Literature Review I (Study One)
2.1 Introduction
In this chapter, previous studies were analysed to understand the historical and 
current context of hospital food provision. Specific to Malaysia, the multi-cultural 
communities and their eating habits were identified as strong determinant of food 
choices (Noor, 2002). Therefore, perspectives from various stands such as 
foodservice management and eating behaviour were included. The influences on 
eating behaviour, particularly among patients were also analysed to comprehend how 
behaviour affects a patient’s food consumption. Besides, problems related to food 
provision and consequences of compromised food provision were also studied.
Complaints about hospital food are common nowadays, but in the past complaints 
were unheard (Salmon, 1995). However, the benefits and suitability of hospital food 
are questioned, due to the type of food provided. For example in the 1700s, hospital 
diets comprised of bread, beef and beer in Britain (Salmon, 1995). Reports also 
showed except potatoes, fruits and vegetables were rarely served (Salmon, 1995). 
Provision of nutritionally unsuitable food can be blamed on a lack of nutritional 
knowledge and application of dietetic principles in providing food as part of 
treatment. In the 1900s, nutritional science was incorporated in hospital diets and 
have been given much attention over the years (British Nutrition Foundation, 2003). 
To date, hospital food consumption is still low worldwide (Kondmp, 2004), and 
patient’s nutritional intakes are not met (Kyle et al., 2005).
One of the common consequences of compromised food intake during 
hospitalisation is undemutrition. This is generally prevalent (one in every five 
patients admitted were reported as undernourished in most hospitals) (Edington et 
al., 2000). It is expected that provision of nutritious hospital food will improve their 
nutritional status, but their condition often remains the same (Elia et al., 2006). It is 
relatively easy to determine whether a patient is undernourished, by determining 
their BMI-Body Mass Index, which indicates whether a person was underweight or 
overweight. Another tool widely used is the MUST (Malnutrition Universal
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Screening Tool). A recent survey found that 13.7% of the patients were at highest 
risk of undemutrition in the UK (Lamb et al., 2009).
In terms of BMI, 14.3% patients continue to be underweight during their stay in the 
hospitals (Ruxton et al., 2008). In a large survey, prevalence of underweight was 
40% in hospitals in the UK (McWhirter and Pennington, 1994). Large proportion of 
patients being undernourished leads to question the suitability and acceptance of 
hospital food. Undemutrition cannot be taken lightly, as studies indicate that 
undemutrition often leads to prolonged hospital stay, increased risk of complications 
and slower recovery (Bauer et at., 2008; Schneider 2006; Edington et al., 2000). 
From a healthcare provider’s perspective, undemutrition leads to increased cost 
spent, as undernourished patients tend to stay longer and require prolonged 
rehabilitation (Kyle et al., 2005).
There is also the concern over food wasted in hospitals. For example, about 40% of 
plate waste was observed in hospitals in England and Wales (Schenker, 2003), and a 
similar situation was recorded in other countries (Thibault et al., 2011; Jamaluddin et 
al., 2010; Hinsliff 2005; Duppertuis et al., 2003). Based on these findings, there is a 
cause for concern in terms of quality of care provided especially in the provision of 
food.
The reasons behind compromised food consumption must be investigated first to
address this issue. There may be more complex reasons other than the usual reasons
given, such as the effect on appetite or the disease process. For example, poor quality
or unsuitable hospital food, lack of help for patients during meal time, failure of staff
to identify undemutrition or refer to a dietician, and failure of hospital policies to
provide adequate resources for staff training. Patient’s food consumption has to be
increased, and one of the best ways to do is by providing an improved foodservice,
taking into account patient’s perception and preferences. In the past, researchers
have focused on studying both the food and service aspects quantitatively in an
attempt to improve provision of hospital foods (Fallon et al., 2008; Stanga et al.,
2003; O'Hara et al., 1997). However, researching patients’ perception and
preferences will allow understanding of how patients conceptualise hospital food and
7
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what are the factors that influence their consumption.
2.2 Eating Behaviour
Eating behaviour is a response or attitude towards food consumption. Understanding 
patients’ eating behaviour is considered crucial, as behaviour often affects an 
individual’s decision in choosing a food type. Being hospitalised can be stressful 
(Fallon et al., 2008; Elia et al., 2005), presents more factors to be considered 
compared to normal eating circumstances. This is because of feelings that are often 
prevalent among patients, such as fear and sadness has an impact on food 
consumption (Macht, 1999).
According to Rozin (1990), human’s eating behaviour was determined by factors 
such as economy, culture and social context when food was consumed. Cognitive 
component -  attitude about its nutritional value and convenience have been also 
related with consumption (Cantin and Dube, 1999; Dube et al., 2003). At times, 
attitude towards certain food can be predominately cognitive (Cantin and Dube,
1999). This is supported by findings that reported patients have negative perceptions 
about hospital food even before trying it (Naithani et al., 2008; Cardello et al., 1996; 
Johns et al., 2010). Hence, there are strong influences of cognition, which should be 
studied.
Apart from factors such as food quality, environment, foodservice system and role of 
staff, behaviour should be also understood as it affects an individual’s decision in 
regards with food consumption Behaviour or attitude towards consumption cannot 
be excluded, as it is part of any decision making in relation to consumption. In order 
to understand the influences of behaviour on consumption related food models are 
discussed in this section.
2.2.1 Preferences as Food Behaviour Indicator
Preferences imply choice and are regarded as a behavioural term, not a mechanism 
but the description of behaviour (Rozin, 1990). The first part of this study aims to 
understand patients’ and other stakeholders’ behaviour towards the provision of 
hospital food, hence preferences would be the best opinion. Preferences are used to
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indicate an individual’s food consumption. Majority of studies on hospital food often 
focused on food consumption or satisfaction. However studies indicating their 
perception, intention and subsequently consumption are somewhat limited.
Preferences are considered as one of the psychological influences, especially in 
making food choices (Rozin, 2006). Before studying in-depth the food behaviour as 
a whole, it was necessary to look at how certain aspects influenced an individual’s 
decision to choose a certain type of food. It provided some indication of patients’ 
eating behaviour. According to Rozin (2006), the experience with food was largely 
determined by factors that individuals explore. Preferences were considered as the 
basic psychological influences, upon which individuals decide their food choice, 
indicating their eating behaviour.
Understanding preferences of an individual involve the perceptual, cognitive, social 
and attitudinal factors that influence behaviour towards a food product or concept 
(Cardello and Schütz 2006). It is also seen as a psychological influence as a whole 
(Rozin, 2006). Food preferences were learned via experience with food and eating 
(Birch, 1999), and also based on previous experiences, context, culture, and 
expectations (Cardello 1997). Acquisition of preferences was regarded as one of the 
main factors influencing an individual to eat. There were three main methods which 
changes preferences, including mere exposure (the more one is exposed to 
something, the more one likes it), evaluative conditioning (contingent pairing of 
taste, appearance with biologically meaningful outcomes) and social influences 
(approval of admired others, experiencing the enjoyment of others on eating a 
particular food, and things of that sort produce enhanced liking) (Rozin, 2006).
Preferences was considered as a psychological influence on a person’s food choice. 
It allowed exploration of the relationship of other factors, especially psychological 
factor such as ‘emotions’, which is often embedded within the elements of 
preferences. This is because preferences was the basic factor that influenced ones 
food consumption, which may subsequently affect how they feel, especially when 
food that they do not prefer were served. Understanding the basis of preferences is
essential, as it later helped in studying ‘patient’s food’ preferences in particular.
9
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Knowing a patient’s preferences provide an insight to their perception on hospital 
food. Only when the food is appealing to them, they will consume adequately.
2.2.2 Factors Influencing Preferences in General
Some studies suggested that the majority of consumers are driven by the type of food 
they choose to eat (Drewnowski and Rock 1995). Others proved that it was difficult 
to link food preferences and intake patterns especially among adults, as their 
preferences were not always direct predictors of food consumption (Drewnowski et 
al. 1997). Nevertheless, food preference is an fundamental aspect to be understood as 
it influences what and how much a person consumes under certain circumstances. 
Factors influencing food preferences can be expressed in various different ways. 
Food preferences are seemingly straightforward, but in fact extremely complicated 
with many interacting factors. In adults, food preferences were recognised as the 
central factor affecting food choice and consumption (Siegrist, 2008). Therefore, it is 
necessary to understand the factors which are likely to influence food preferences. 
Measures such as choices, purchases, and consumptions are regarded as behavioural 
variables (Cardello, 2003). While measuring likeness/dislike and 
pleasantness/unpleasantness were regarded as attitudinal measures (Cardello, 2003). 
Regardless of classification of factors as behavioural or attitudinal, the factors 
outlined are used to explain an individual’s consumption.
2.2.2,1 Culture
A meal is universal, existing in every society and social class, but it’s symbolic 
meaning differs across cultures (Fjellstrom, 2004). Cultural factors are powerful in 
determining the foods that we consume (Prescott al., 2004). Culture is broadly 
defined as the values, beliefs, attitudes, and practices accepted by members of a 
group or community, and they are often defined by their ethnicity (Kittler and 
Sucher, 2008). Culture is learned and passed from one generation to another 
generation through language acquisition and socialisation process called 
enculturation (Kittler and Sucher, 2008). Culturally based food habits are often one 
of the last practices people change (Kittler and Sucher, 2008). The very publicness 
and inscribed ‘ethnicity’ of a particular food is itself the result of a social process in 
which a style of cooking and its results come to their own representation as an
10
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‘ethnic’ food (Huat and Rajah, 2001). Individuals often live within their own culture, 
often unaware of the influences exerted by culture on their eating habits (Anderson, 
2005).
In Malaysia, the main ethnics; native Malays, Chinese and Indians and others - 
Eurasians, Melaka Portuguese (Malaysian Portuguese), and Peranakan (southern 
Chinese and Malaysian) have different food habits, which are defined by their 
culture. In addition, the numerous religions - Islam, Hinduism, Buddhism and 
Christianity also influences their culture. Although in general coconut flavours and 
seasonings are used liberally (including chillies, fresh coriander, ginger, lemongrass, 
pandanus leaf, pepper and turmeric), dishes are usually defined by their culture (Uls, 
2001). Malay foods are predominately coconut based, Chinese foods includes non 
spicy soups and noodles, while Indian dishes are usually hot and spicy. Malaysian 
eating habits are strongly advocated by their cultural background, especially their 
ethnic (Huat and Rajah, 2001). Owing to different ethnic background, it was 
expected that patients’ food preferences and eating behaviour will be influenced by 
their cultural background. It is also a challenge for the hospital foodservice 
department to address the multi-cultural eating habits.
Studies have been carried out to point out how aspects such as culture or 
consumption habits and cognitive are associated with preferences (Prescott et al., 
2004; Nguyen et al., 2002). Cultural food habits have been identified as a key factor 
affecting food consumption in a multi-ethnic country like Malaysia (Noor, 2002). 
The impacts of these factors were evident on their preferences and subsequently on 
their food consumption. During hospitalisation, patients expect their food habits, 
which are defined by their culture are addressed by the hospital foodservice (Stanga 
et al., 2003). The factors discussed are under normal food consumption setting, 
whether consuming food during hospitalisation has a different impact on preferences 
remained unknown, hence was investigated in this study.
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2.2.2.2 Food Attributes
The first image that comes to mind when questioned about food preferences will be 
the food itself. Food can be the primary consideration in deciding what, and how 
much a person eats. Aspects of the food itself could contribute to the decision 
whether an individual likes the food or not. This included aspects such as taste, 
smell, and texture of foods help to determine food preferences (Drewnowski 1997). 
Taste has four attributes; mainly quality (sensations that taste compounds elicit), 
intensity (magnitude of the sensations elicited), temporal (patterns of a compound 
related to the time course of the intensities) and spatial pattern (topography related 
to the location of taste sensations on the tongue and oral cavity) (Keast and Breslin, 
2001). These properties of taste are the aspect that makes individual taste sensations 
distinctive.
A number of studies have pointed out that taste was the primary factor that directs 
consumers to make food choice in general (Urala and Lâhteenmâki, 2003; Grunert, 
Bech-Larsen and Bredahl, 2000; Shepherd, 1990). Taste is a ‘food choice value’ that 
represents the consideration that people develop related to their sensory perceptions 
in eating and drinking (Sobal et al., 2006). It is usually used to describe many 
different characteristics of food and beverages that affect an individual’s food 
enjoyment and aversion (Connors et al., 2001). As such, taste was considered as the 
motivational factor with the greatest influence on food preferences (Norton et al.,
2000). Many found that taste or palatability of the food was highly correlated with 
food intake (De Graaf et al.,1999; Yeomans and Symes., 1999), making it an 
essential element in studying food preferences.
Research also found that taste influenced a person’s preferences when a food type 
was served over a certain period of time (Zandstra et al., 2001). Preferences for 
certain food can be altered or changed over a time period, depending on various 
factors. As such, individual’s preferences are expected to be altered during 
hospitalisation, due to changes in various aspects that have taken place over a certain 
period of time.
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Aroma is another aspect, which is defined as a sensation that is perceived when the 
food’s smell is inhaled. Aroma or smell of the food appears to be reciprocal 
(additional of odour can enhance taste and additional; of taste can enhance odours) if 
pairing is congruent (Dalton et ah, 2000). It has been proved that taste of food can be 
increased by aroma/odour intensity. On the contrary, perception of taste can be 
enhanced by aroma/odour (Salles, 2006). Although from neuro-anatomical point of 
view, taste and smell are classified as two different senses (Nguyen et al., 2002). 
Although the majority of studies has proved that aroma enhances the taste of the 
food, Djoijevic et al., (2004) argues this statement. It was found that individuals who 
were asked to imagine the taste had better perception, indicating mental imagery was 
more powerful than aroma or odour in determining preferences. Nevertheless, the 
fact that aroma was a vital role player in determining preferences remains 
unchanged.
2.2.3 Factors Influencing Patients’ Preferences
There is growing evidence indicating that stress affects health through changes in 
behaviours such as food choice and consumption (Wallis and Hetherington 2009). It 
is known that food choices that patients make during hospitalisation are according to 
their preferences at that time (Wallis and Hetherington 2009). Understanding and 
incorporation of patients’ preferences was also important from hospital 
administrator’s viewpoint, as it could be used as a tool to improve nutritional intake 
(Kowonko et al., 2001). Data on patients’ preferences was collected because their 
opinion of hospital food was regarded as critical in order to improve menu planning 
and food delivery, and as a result improve their consumption (Stanga et al., 2003; 
Kondrup, 2004). A study conducted by Stanga et al., (2003) found conceptualisation 
of patient’s preferences was mainly based on temperature, appearance, and aroma.
Kennewell and Kokkinakos (2001) conducted a survey on patients’ food preferences 
in Australia, to compare with a previous study conducted by Williams (1988). The 
study conducted by Williams (1988) was considered as the first comprehensive study 
on patients’ food preferences in Australia. This study is slightly different from 
Stanga et al., (2003), as it actually recorded each food type which patients preferred 
to eat, whereby a total of 223 different types of food were recorded. Kennewell and
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Kokkinakos’s (2001) study indicated that fresh fruits, poultry and red meat remained 
the most preferred food.
Interestingly, patients expressed greater preferences for nutritionally desirable food, 
food from various cultures and more traditionally gourmet food. This supported 
Rozin’s theory (2006) on acquisition of preferences, which indicated that preferences 
change over time, due to various influences. It can be concluded that, apart from 
factors related to food preferences, hospitalisation itself may have contributed to 
changes in patient’s preferences. Knowing the types of food that patients prefer were 
very useful, as suggestions to alter the menu to improve the patient's acceptance, and 
consumption of hospital food are more effective.
t
Similar to Kennewell and Kokkinakos’s study, Vivant et al., (2008) conducted a 
study to understand patients’ food preferences as well. It was found that patients 
preferred to eat soup based food when they were not well, and they preferred hot 
meals the most. As such, foods such as eggs, meat dishes, cakes, juices, soft drinks 
and soups were requested. Patients’ preferences were not only derived from their 
experiences, habits and culture, but also from how they feel during hospitalisation. 
Overall, studies on patients’ food preferences had highlighted preferences based on 
food (e.g. taste, temperature and foodservice aspects), but aspect such as beliefs, 
personality or experiences were not highlighted.
Individual’s feelings, particularly during hospitalisation are regarded as unstable
(Belanger and Dube, 1996). Evidence suggested that vulnerable individuals often
have altered food consumption (Johns et al., 2000), hence a similar situation is
expected among patients as they are also regarded vulnerable individuals. This is
because the stress of hospitalisation could affect their feelings and subsequently their
food preferences and consumption. Their feelings (a psychological element) or more
precisely - ‘emotions’ was often unexplored. Understanding patients’ preferences
indicated ‘emotions’ as a mediator, influencing their food intake. Quite different
from previous studies, this study also includes the psychological element in
understanding patients’ preferences, which is regarded as an influential factor among
any individuals (Kergoat et al., 2010). Psychological elements were not focused on
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previous studies also because of the approach used -  qualitative (e.g interview). A 
qualitative approach would allow patients to express their preferences from a 
different perspective.
2.2.4 Summary of Preferences as Food Behaviour Indicator
Preferences were regarded as an important factor in this research, especially in study
one. Hence, it was explored from the context of general food consumption and more 
specifically -  patients’ food consumption. Patients’ preferences are quite different 
compared to the general population, but factors that influence food consumption tend 
to be similar. Patients required a particular type of food, such as soft diets and hot 
meals. The whole hospitalisation experience tends to change their preferences. 
Besides, their preferences become quite unpredictable and unstable. Patients’ eating 
behaviour will be studied as preferences, as it indicates clearly the influences of 
changes they experience on their food consumption.
2.3 Food Consumption Models
There are mainly three types of models;
❖ The first type uses existing general models, previously developed to explain 
food consumption, such as theory o f planned behaviour, theory o f reasoned 
action, health belief model, trans-theorectical model, social cognitive theory 
and hedonic consumer choice model (Sobal et al., 2006).
❖ The second type of models were models which have been deductive (general 
to specific reasoning, based on qualitative studies) and inductive (specific to 
general reasoning, based in quantitative studies) based research. For example, 
Khan’s Model -  factors influencing food preferences and Randall and 
Sanjur’s Model -  factors influencing food consumption.
❖ The third, are models which uses research on hospital food consumption, 
such as ‘Factors that typically influence patients’ experience o f hospital 
meals' (Morgan, 2006) and ‘Theoretical model o f patient eating experience 
and satisfaction with foodseiwice ’ (Hartwell et al., 2006)
In this part, the models which were relevant and specific to hospital food are 
discussed, as it provided understanding on numerous influences on patients’ food 
consumption, including behavioural perspectives.
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2.3.1 Hospital Food Consumption Models
Food consumption models are reviewed to understand factors related to food 
consumption and hospital foodservice. To date, there are not many models or 
theories focusing on patients’ food consumption. One model focusing on patients' 
experiences and satisfaction with the hospital foodservice was developed by 
Hartwell et al., (2006), shown in Figure 2.1. This model is unique, as it was 
developed specifically for the National Health Service (NHS), United Kingdom. The 
NHS’s food provision was influenced by one main influential factor - the 'Better 
Hospital Food  initiative introduced to improve the provision of hospital food in the 
UK.
Elements of food consumption (e.g. food quality and foodservice system) are 
incorporated within the model, hence consumption or eating behaviour was not 
presented as the main focus. However, it could be assumed that the aspects, such as 
food consumption and preferences were a part of the model as patients generally 
were not satisfied when their preferences were not addressed (Stanga et al., 2006), 
hence food consumption was compromised. According to Hartwell et al., (2006), 
each of the factors included in the model were considered holistically, where a 
cyclical relationship was established, which affected patients’ food consumption and 
ultimately their nutritional status.
Aspects that were not addressed or related with patients’ satisfaction were 
psychologic and attitude aspects. The model could be still applied to understand 
patients’ food consumption, knowing factors that influenced their satisfaction, which 
includes interaction of various departments or team and imitative such as ‘Better 
Hospital Food’.
Another model which was recently developed, was based on the Kapferer’s (1997) 
conception of brand image, and was adapted by Morgan (2006), shown in Figure 
2.2. Similar to Hartwell et al., (2006), the model was a comprehensive model, 
focusing on various factors, which influence patients’ meal consumption. The model 
includes elements provided by the hospital management and personal interpretations 
made by patients. The focus of this model was based on different aspects of hospital
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foodservice from the patients’ point of view (John et a l, 2010). According to the 
model, patients perceive the meal experience as a holistic ‘brand’ impression of 
factors such as food and service quality, plus a range of subjective, symbolic 
elements (Morgan, 2006).
Figure 2.1 A theoretical model of Patient Experience and Satisfaction with 
Hospital Foodservice___________________________________
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Factors included were slightly different compared to Hartwell et al., (2006), as it 
focused on the psychological perspective of a patients’ eating experience. One of the 
main factors mentioned was the influence of emotions, which influenced patients’ 
response to hospital food. This element was considered worth exploring as it was the 
focus of this study, and was not mentioned by Hartwell et al., (2006). However, the 
model did not include the typical factors which influenced patients’ meal experience 
(e.g. food quality, foodservice system). Another difference between the two models 
is the inclusion of various stakeholders in constructing the model.
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Morgan (2006) developed the model, by including aspects that were pertinent from 
patients’ view point but Hartwell et al., (2006) included various stakeholder’s point 
of view, such as patients, nurses and foodservice manages in constructing the model. 
Both models provided a different perspective of patients’ hospital meal experience. 
Analysis of the model indicates the importance of including not only different 
perspectives, but also different stakeholders to obtain wider a perspective of food 
consumption.
Figure 2,2 Factors that Influences Patients’ Experience of Hospital Meals
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2.3.2 Summary of Food Consumption Models
Evaluating models related to hospital food consumption provided information on 
factors that affect food consumption. It also indicates how the relationship between 
various factors and food consumption are established more interestingly; there are 
various perspectives that could be used in understanding patients’ food consumption.
The food consumption models indicated the importance of including various 
stakeholders, which provides various different perspectives based on their 
experiences. Analysis of the models helped in understanding better the factors 
affecting an individual’s food consumption and provided ideas for structuring this 
study. For example, the psychological aspects are considered and more than one 
stakeholder is included in the study.
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2.4 Impact of Compromised Food Provision
Food intake is being emphasised among patients because it is necessary for them to 
maintain their nutritional intake. Compromised food consumption worsens the 
prevalence and severity of malnutrition (McWhirter and Pennington, 1994; Kyle et 
al., 2001; Kyle et al., 2002), and is associated with increased morbidity, length of 
stay and mortality (Akner and Cederholm, 2001; Jeejeebhoy, 2003). In this section, 
the impacts of compromised food provision on patients are discussed, mainly the 
impacts on health condition, prolonged stay in the hospital, cost and food wastage.
2.4.1 Health Condition
One of the outcomes on patients’ nutritional status as an impact of hospitalisation is 
malnutrition. The word malnutrition is used to describe both undemutrition and 
ovemutrition. In the general population, ovemutrition has become a major concern 
as many health disorders such as obesity and diabetes are related to ovemutrition. 
However, in hospitals, undemutrition continues to exist and the severity is worrying.
Undemutrition is defined as a form of disturbance to functions arising from the 
deficiency of one or more nutrients (British Nutrition Foundation, 2003). Although 
undemutrition is complex, its development may be due to inadequate dietary intake, 
increased metabolic demands or increased nutrient losses (Corish and Kennedy, 
2000). Usually, undemutrition is assessed in terms of degrees of weight losses. The 
BMI (Body Mass Index = mass (kg)/height (m)2) calculation is used to estimate and 
later classified into different grades of undemutrition. The classification of 
undemutrition for an adult is shown in Table 2.1.
Table 2.1 International Classification of Undernutrition in Adults by Body 
Mass Index (BMI)____________________________________________________
BMI (kg/m2) Classification
>20 Normal
18-20 Marginal undemutrition / thinness
17-18.5 Mild undemutrition / thinness
16-17 Moderate undemutrition / thinness
<16 Severe undemutrition / thinness
(Adapted from World Health Organisation (WHO), 2004)
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Undemutrition is a common phenomenon among hospital in-patients. The 
prevalence of malnutrition in hospitalised patients was first reported in 1974 (in the 
United Kingdom) (Cornish and Kennedy, 2000). This was followed by the number 
of studies carried out to investigate the prevalence of undemutrition (experimenting 
various methods to measure undemutrition among different type of patients) (shown 
below in Table 2.2-2.4).
In Table 2.2, studies conducted to examine undemutrtion as a whole are shown. The 
prevalence of undemutrition varies from 5% to 36%, where in most studies 
prevalence was more than 10% was considered as a substantial amount. The majority 
of the studies used the ‘Nutritional Risk Screening Score 2002’ and other 
anthropometric measurements. Table 2.3 shows the prevalence of undemutriton, 
particularly among surgical patients, where prevalence was considerably higher -  
20% - 52%. This indicated that patients who had surgery had higher chances of 
being undernourished.
Kahokehr et al., (2010) reported surgical patients were often very weak due to 
surgery and treatment, hence need assistance and encouragement to eat. Lack of 
appetite and physical weakness are common among these patients (Edington et al.,
2005), therefore, dietetic intervention to persuade them to eat is essential. Table 2.4 
shows undemutrition among elderly patients. Elderly patients have been in the 
limelight due to the high number of elderly who suffer from undemutrition (Cansado 
et al., 2009), particularly during hospitalisation, where their nutritional status often 
further deteriorates. Higher prevalence of undemutrition compared to surgical 
patients was evident among elderly patients (15%-61%).
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Table 2.2 Undernutrition in General Wards
Author Year l l M l i Prevalence (%) Assessment method Country
Amarai et al., 2010 1144 36% at risk of 
undemutrition
Nutrition Risk 
Screening Score 
2002
Portugal
Imoberdorf et al., 2010 5978 18.8% at risk of 
undemutrition
Nutrition Risk 
Screening Score 
2002
Switzerland
Schindler et al., 2010 21007 27% at risk of 
undemutrition
MUST
Nutrition Assessment
Europe and 
Israel (25 
countries)
Cansado et al., 2009 531 22% severely 
undernourished
BMI index 
% of weight loss 
MUST
Portugal
Keistra et al., 2009 2288 5% severely 
undernourished
BMI
% of weight loss
Netherlands
Westergren et al.. 2008 2945 30% severely 
undernourished
BMI index 
% of weight loss 
Difficulties to eat
Sweden
Cui et al., 2008 1127 8.5% at risk of 
undemutrition
Nutrition Risk 
Screening Score 
2002
Beijing
Liang et al., 2008 200 14.7% at risk of 
undemutrition
Nutrition Risk 
Screening Score 
2002
USA
(Compiled by Reena Vijayakumaran)
Table 2.3 Prevalence of Undemutrition in Hospitalised Surgical Patients
Authors Year Patient
Group
| | N | | Prevalence
(%)
Method Assessment Country
Kahokehr et 
al.,
2010 General
surgery
460 52 Subjective Global Assessment 
BMI
Upper arm circumferences 
Tricep skinfold
Australia
Edington et al 2000 General
surgery
850 20 BMI
Weight loss
United
Kingdom
Bruun Li et 
al.,
1999 General
surgery
244 39 BMI
Weight loss
China
Larsson et al. 1994
1980
General
surgery
199 35 Percentage weight loss, weight 
index,MAMC, TSF, serum 
albumin and transthyretin
USA
Spiekerman 
et al.
1993
1991
Gastrointesti 
nal surgery
245 44 Serum aspartate 
aminotransferase activity, 
cholesterol, total protein, 
albumin and transthyretin
USA
Total Parental 
Nutrition 
Cooperative 
Study
1991 Abdominal 
or thoracic 
surgery
2448 39 Nutrition risk index cooperative 
study group (1991)Subjective 
global assessment
USA
Forse & 
Shizgal
1980 General
surgery
148 36 Total exchangable potassium USA
MAMC  -  mid-arm m uscle circumference; TSF  -  Triceps skinfold thickness
(Adapted from Cornish and Kennedy, 2000 and recent researches were added)
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Occurrence of undemutrition was more predominate among elderly, followed by 
surgical and general ward patients. Regardless of the severity level, undemutrition 
continuously occurs among hospitalised patients. Procedures they undergo (among 
surgical patients) and ageing (elderly patients) influence their food consumption. 
However, both dietetic (dieticians and nutritionist) and medical (doctors) staff agreed 
that patients’ food consumption or better nutritional intake will result in improved 
nutritional status (Schindler et al., 2010). The impact of patients’ health condition on 
appetite may differ and must be considered providing certain types of meals. For 
example, dysphagia (difficulty in swallowing) is addressed with provision of ‘texture 
modified’ meals. Due to texture modification, both energy and protein intake were 
significantly lower compared to patients who were on normal diets (Wright et al.,
2006), which could contribute to undemutrition. In conclusion, undemutrition is a 
major concern of medical staff, because it has various effects on an individual’s 
health, illustrated in Figure 2.3.
Figure 2.3 Effects of Undernutrition __________________________________
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loss of muscle 
and hypoxic 
responses
* Psychology: 
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•  Reduced cardiac 
output
•  Impaired liver -------
function and fatty 
change/necrosis
"X
* Impaired gut 
intregrity and 
immunity
i
* Decreased 
immunity and 
resistance to 
infection
Reduced
strength
•  Impaired
wound healing
•  Hypothermia
(Source: Saunder et al., 2011)
22
Chapter 2: Literature Review I  (Study One)
Table 2.4 Prevalence of Undernutrition in Hospitalised Elderly Patients
Authors N Prevalence
(%)
Method Assessment Country
Lim (2010) 281 35 Nutrition Risk Screening Score 2002, 
Subjective Global Assessment, BMI, 
weight loss, MUST
Singapore
Vanderwee et 
al, (2010)
2329 43 Mini Nutrition Assessment Belgium
German et al., 
(2008)
350 22.8% normal 
patients, 27.9% 
depressed 
patients
Mini Nutrition Assessment 
Nutrition Risk Index
Isreal
Paillanud et al., 
(2005)
185 17.5% among 
non-
Qosocomial
patients
22.1% among
nosocomial
patients
Serum protein, dietary intake 
evaluation, anthropometric 
measurement
USA
Garriballa et al. 
(1998)
201 31 BMI below 20 kg/m2 in elderly stroke 
patients
United
Kingdom
Muhlethaler et 
al. (1995)
219 14 Body weight less than 80% of age and 
sex specific values
Switzerland
Potter et al. 
(1995)
69 22 BMI less than the 5th percentile using 
age and sex specific data
United
Kingdom
Mowe et al. 
(1994)
311 53 males and 
61 females
BMI, MAMC, TSF and serum 
albumin in hospitalised VS home- 
living elderly
Norway
Lansey et al. 
(1993)
47 45 Percentage IBW*, BMI, MAC, 
MAMA, TSF and SSF less than the 5th 
percentile using age and sex specific 
data
USA
Ek et al. (1990) 482 28.5 Weight index, MAMC, TSF, serum 
albumin,
transthyretin and retinol-binding 
protein, delayed hypersensitivity skin 
testing
Sweden
482 39.5 As above, excluding delayed 
lypersensitivity skin testing
M A M C  -  m id -a rm  m u sc le  c ircu m feren ce; T SF  - T rice p s  sk in fo ld  th ickn ess, IB W - id e a l  b o d y  w e ig h t, 
M A C  -m id -a rm  c ircu m feren ce , M A M A - m id -a rm  m u sc le  a re a , S S F  -su b  s c a p u la r  sk in fo ld  th ick n ess  
(Adapted from Cornish and Kennedy, 2000 and more recent researches were added)
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In the UK, serious attention to undemutrition was first given in 1992, with the 
publication of the King’s Fund report (1992), where up to 66% of all hospitals 
patients were reported as malnourished. Another crucial study reported that 40% of 
adults admitted to the hospital had some degree of undemutrition, and in half of 
them, undemutrition was severe as they continued to lose weight during their stay in 
the hospital (McWhirter and Pennington, 1994). Prevalence of between 13% and 
40% reported in the UK (McWhirter and Pennington, 1994; Kelly et al., 2000; 
Edington et al., 2000) and throughout the world, similar percentages were expected 
(Council of Europe, 2003). In Malaysia, undemutrition among elderly patients alone 
was 10.9%, which was considered as high (Shahar et al., 2003) and there are a lack 
of research to provide a view on the extension of the problem among adults or 
general hospitalised patients.
Kelly et al.,(2000) carried out an anthropometric (the science of measuring human 
body as height, weight, and size of parts) study to investigate the prevalence of 
undemutrition among acute and surgical ward patients in the UK. Measurements 
included weight, height, mid-upper arm circumference and waist measurements were 
taken. The King’s Fund Report estimated a total of £226 million could be saved a 
year in Britain alone if undemutrition was properly treated (Lennard-Jones, 1992). 
Overall, it was found that 13% of patients admitted were malnourished. Among 
patients who were diagnosed with BMI, 18.5kg/m2 (indication of marginal to severe 
undemutrition), 70% went undiagnosed. Kelly et al., (2000) stressed that there were 
not much effort by staff to identify whether the patients were malnourished upon 
admission. Since patients were often not screened for malnutrition, intervention may 
not be carried out.
Studies have estimated the number of patients at risk of deteriorating nutritionally in 
hospital (shown in Table 2.5). It indicated that patients, particularly those who were 
malnourished at the point of admission, continue to lose weight during their stay in 
hospital. Regardless of the method of assessment, all studies reported that the 
percentage of patients deteriorates nutritionally increases when they were 
discharged. Patients’ nutritional status supposed to improve, in line with the aims of
24
Chapter 2: Literature Review I  (Study One)
food provision in hospitals. In the studies reviewed, little insight is provided on 
reasoning for deterioration of patients’ nutritional status. Although it was useful to 
know patients’ condition, often does not improve during hospitalisation, 
interviewing them or observing their plate wastage indicated the reasoning for 
deterioration.
Table 2.5 Risk of Undernutrition on Admission and Discharged From Hospital
Authors Patient group N Prevalence on 
Admission (%)
Prevalence 
on Discharge
g g g g
Method of 
Assessment
Weinsier et al. (1979) General medical 124 48 62 Likelihood o f
malnutrition
score
Coats et al. (1993 General medical 228 38 48 Likelihood of
malnutrition
score
Reilly etal. (1995) General hospital 153 High risk 26 
Moderate risk 24
30 Nutrition risk 
score
Kovacevich et al. 
(1997)
General hospital 186 45 49 Nutrition 
screening tool
(Source: Cornish and Kennedy, 2000)
Interestingly, it was found that patients stopped losing weight when they were 
referred to a dietician when they were diagnosed as undemutrition (Edington et al., 
2000). These patients were provided with nutritional support and gained weight, 
which proves undemutrition can be treated (Edington et al., 2000). The benefits of 
nutrition intervention during hospitalisation have been well documented by many 
researchers (Correia et al., 2003; Elia et al., 2003, Kondrup et al., 2003).
Apart from the usual meals, patients were given additional food or high energy or 
high protein meals for undernourished patients. When such interventions were 
carried out, patients gained weight (indication of improvement). McWhirter and 
Pennington (1996) found 64% of patients gained weight while on a hospital diet with 
complete oral supplements, and on a hospital diet with overnight nasogastric 
feeding, compared with 36% of patients who did not gain weight on hospital diet 
alone. Gall et al., (1998) experimented with provision of fortified meals among 
patients in general wards and indicated that patients’ nutritional status could be
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improved significantly. These forms of nutrition interventions were found to be well 
tolerated and improved intake of hospital diet. These interventions can be 
implemented together with regular meal provision, although it may need additional 
cost. In my opinion, the cost implication is justifiable in comparison with the 
additional cost due to re-admission and prolonged stay.
Undemutrition is identified as one of the consequences of poorly administrated food 
provision in the hospitals. Extend of the problem varies according to different 
hospitals, but it is widely existent in hospitals around the world. Patients could be 
undernourished upon admission, and their condition is expected to improve. 
However, generally their condition worsens (O’Flynn et al., 2005). Undemutrition 
has serious implications for both patients (further deterioration) and hospital 
administration (increased treatment cost and prolonged stay). Improvised food 
provision should be implemented to avoid unnecessary expenditure and improved 
patients’ health.
2.4.2 Prolonged Hospitalisation
According to the King’s Fund report (Lennard-Jones, 1992), undemutrition leads to 
prolonged hospital stay and delayed recovery. As a result, these factors increase the 
cost of health care. There are many other studies which have established the link 
between undemutrition and prolonged stay (Chima et al., 1997; Arrowsmith, 1997; 
Waitzberg and Correia, 2003) and increased cost (Green, 1999).
In a large study which included 26 countries in Europe and comprising 5000 
patients, reported undernourished patients stayed longer (approximately 6 days), and 
there was significant (pO.Ol) association between undemutrition and number of 
days stayed (Sorensen, 2008). Similarly, Chima et al., (1997) found undernourished 
patients tend to stay 6 days compared to only 4 days among patients who were not 
undernourished. Severe nutritional depletion (loss of lean body mass) was also 
significantly (pO.Ol) associated with length of hospital stay -  more than 12 days 
(Pichard et al., 2004). Although the length of stay differed, the studies clearly 
indicated undemutrition, which was one of the outcomes of compromised
26
Chapter 2: Literature Review I  (Study One)
consumption affecting the number of stays patients are hospitalised.
When nutritional intervention was introduced 2 days earlier than usual, the result 
was ‘one day shortening of hospital stay’ (Arrowsmith, 1997). Their nutritional 
status also improved upon discharged. The study indicated that there was a need to 
screen and communicate with patients to start the treatment regime as soon as 
possible. In many hospitals, undemutrition goes unrecognized, not prevented and 
often not treated (Kondrup et al., 2003, McWhither and Pennington, 1994). 
Waitzberg and Correia (2003) reported that the length of hospital stay was shorter in 
the well-nourished patients compared to undernourished patients. This clearly 
indicates that patients who do not eat well tend to experience ill health, delayed 
recovery and stayed longer in the hospital. Although other factors such as treatment 
they undergo may also influence the outcome.,
A prolonged stay in the hospital was often related to inadequate nutritional intake. 
Patients may not want to stay longer in the hospital due to many reasons, but the 
hospital authority’s the main reason to reduce the number of days solely relies on the 
financial outcome, especially in government hospitals where the government is fully 
or partially responsible for the cost. Prolonged stay in hospitals is not a problem that 
could not be resolved as solution lies on simple efforts such as identifying patients 
who require nutrition intervention, and encourage patients to eat.
2.4.3 Cost Implication
As mentioned in the previous section, having malnourished patients adds cost. Cost 
is the major component of financial management, and the challenge of management 
is to deliver a high quality service within the limited budget (Lazarus and Hamly, 
2005). Inappropriate or badly organised food provision and nutrition based 
treatments leads to waste of food and further increased cost due to expensive 
complications of treatment (Kondrup et al., 2002). Conversely, untreated 
malnourished patients would also lead to extended hospital stays, prolonged 
rehabilitation and unnecessary cost to health care (Kyle et al., 2005).
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By spending an extra dollar per person on foodservice in hospital, US$5.00 was 
saved per patient (Smith and Smith, 1997). Mean hospitalisation cost (total cost upon 
discharged) patient was higher among patients at risk of undemutrition compared to 
normal patients (US$6,196 versus US$4,563) in a study conducted in the US (Chima 
et al., 1997). In terms of cost in the long term, undernourished patients cost extra of 
AUS$ 125,311 annually in Australian hospitals (Lazarus and Hamlyn, 2005). 
Another analysis of cost showed that malnourished patients represented a mean daily 
expense of $228.00/patient compared to $ 138.00/patient who were well nourished, 
which represents an increased cost of 60.5% for undemutrition (Waitzberg and 
Correia, 2003).
In the UK, hospitals spend up to £800,000 per year on nutrition interventions for 
undernourished patients (Edwards and Nash, 1997). The latest study indicated cost 
associated with undemutrition in the UK was £13 billion, and 10-20% or more cost 
could be saved through early detection (Saunders et al., 2011). In different 
countries, amount spent for meals and to treat undemutrition differs but it indicates 
the severity of the problem. One of the root causes of increased cost is undemutriton.
Administration of proper hospital food could prevent and treat undemutrition before 
it becomes a burden financially. The responsibility of assessing, monitoring and 
ensuring patients receive optimal nutrition should be the priority of all hospital staff 
if we want to tackle the problem (Kondrup et al., 2002) reported that provision of 
better food would save an estimated £266 million annually. Cost is usually a debate 
between foodservice managers (aim to be cost efficient) and dieticians/nutritionist 
(aim to provide best possible meals). However, when addressing undemutrition, cost 
is generally a concern in providing best possible meals to avoid increase cost in the 
future.
2.4.4 Food Wastage
Food wastage is the direct indication of patients’ compromised consumption. High 
food wastage is well recognised in hospitals, where the expression ‘institutional 
malnutrition’ was often related when there was high food wastage (Edwards and
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Nash, 1999). Researchers have measured plate wastage, which provided insight on 
how much patients usually waste (McWhither and Pennington, 1994, Barton et ah, 
2000; Dupertuis et al., 2003; Williams et al., 2003). Plate wastage was calculated by 
comparing calories of a standard hospital meal and remaining food on the plate after 
meals. Remaining food on the plate was evaluated (nothing, <1/2, all), and nutrient 
analysis was carried out.
Actual consumption in a study was 471±372kcal compared to 2007±479kcal 
provided, indicating substantial amount of wastage (Dupertuis et al., 2003). The 
amount was considered as very high, where 976 out of 1707 patients were not eating 
adequately. In an earlier study, 40-50% of the food was wasted among 50 -patients 
who had some degree of undemutrition among them (McWhirther and Pennington, 
1994). Similarly, Barton et al., (2000) found wastage was more than 40%, which 
resulted in 80% of the patients did not meet the recommended nutrient intake for 
energy and protein. This explained the continuous weight loss patients experience 
during their stay in the hospital.
Findings on nutrient intake, such as by Dupertuise et al., (2003) and Edwards and 
Nash (1999) provided insight on patients’ nutritional status. Patients’ nutritional 
status was compromised due to inadequate food consumption, which was reflected 
by the amount of food patients waste. High food wastage resulted in low nutritional 
status, which causes doubts on patients’ nutritional status both long-term and short­
term. Observation on patients’ food consumption showed food wastage was lowest 
at breakfast, followed by midday and evening meals (Edwards and Nash, 1999). This 
could be related to patients’ dissatisfaction with serving times (as discussed in 2.1.6 
number o f meals and serving time), where the gap between tea and dinner is often 
too short, therefore patients were not hungry and could not consume much (Mibey 
and Williams, 2002).
The study conducted by Edwards and Nash (1999), was comprehensive, as it
considered various factors in determining food wastage. Factors such catering
system (outsourced and in-house), type of wards (elderly, medical and surgical),
cooking method (cook-chill and cook-freeze) and plating system (centralised and
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decentralised) were included. It found that wastage was higher when a centralised 
plating system was used. Although the study did not indicate the reasons for higher 
wastage in a centralised plating system, it is known from other studies that food 
quality is often compromised (Hartwell et al., 2007; Hackes et al., 1997). Wastage 
was also highest in the surgical, followed by elderly and medical wards.
From the economic viewpoint, the estimated cost of wastage was £139,655 per year 
in one UK hospital, which was considered as substantial (Barton et al., 2000). 
Another study, also in the UK estimated cost of wastage as £41 million yearly. Cost 
of food wasted could be much higher today due to increase in food price. Addressing 
food wastage is important because the provision of hospital food can be very 
expensive, regardless of whether it is funded by the government or patients 
themselves. High food wastage indicates that the amount of money spent to provide 
food was unworthy and not managed efficiently by the hospital authorities.
In a large nutritional study focusing on undemutrition, the researcher not only 
highlighted the amount of food consumed and wasted, but also suggested decreased 
food consumption as an independent risk factor for mortality (Hiesmayr et al., 2009). 
It is usual to relate undemutrition with mortality (Norman et al. 2008; Sullivan et al., 
1999), but associating compromised food consumption with mortality is not only 
new, but also indicates extend of the problem and its’ consequences. Other studies 
have also highlighted the relationship between undemutrition and mortality 
(Sorensen et al., 2008; Golbum et al., 2008; Correia and Waitzberg, 2003). Life is at 
risk because either poor consumption was not identified or proper intervention were 
not provided, which can be avoided.
A number of factors were listed for high food wastage by the UK’s Department of 
Health (The Health of Nation Report, 1995), which focused on inadequate food 
provision, inadequate food consumption and effects of underlying disease. 
Inadequate food provision could be ruled out as studies reviewed specified adequate 
food was provided for patients, particularly taking into account the amount of 
calories a patient should consume. Inadequate food consumption is a result of
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patients’ voluntary act or behaviour. Their decision whether to consume hospital 
food or not is based on accumulation of various factors discussed.
Medical and Dietetic staff should be more concerned about patients’ nutrient intake. 
From their viewpoint, high food wastage results in lower nutritional status and 
subsequently undemutrition. In contrast, foodservice managers and hospital 
administrators aim to provide foodservice cost-effectively. Although they have 
different aims, they want to reduce food wastage. They could introduce changes 
related to foodservice management as various factors such as food quality, plating 
system and catering system are associated either higher food wastage (Edwards and 
Nash, 1999). In conclusion, both cost and nutrient intake are good indications of 
food wastage, but patients’ reasons for wasting food should be also investigate. 
Perhaps, through interview sessions to understand better how they relate their food 
consumption and wastage during hospitalisation.
2.4.5 Compromised Satisfaction
In the hospital setting, it has become common to question patients about service 
provision (Schmidt et al., 2009; O’Hara et al., 1997; Dubé-Rioux, 1990). As such, 
studies on satisfaction were often conducted to know patients’ perception on various 
aspects of hospital food. In, general, the public tend to have a negative impression of 
hospital food (Cardello et al., 1996; Stanga et al., 2003). Patients may expect the 
food to be exceedingly poor, and will be inclined to rate ‘ordinary’ food well (Capra 
et al., 2005). Fallon et al., (2008) pointed out that provision of foodservice should 
not only meet but exceed the expectations of patients. Therefore, studies focused on 
understanding patients’ expectations are essential. Such studies could be used to 
identify opportunities to improve the foodservice process (Dube et al., 1994; O’Hara 
et al., 1997, Lambert et al., 1997; Wright et al., 2003).
Based on their food consumption experiences, patients interpreted their satisfaction 
with the foodservice provided. Patients often have reduced appetite, nausea or 
aversion towards certain types of food, which may partly explain the inadequacy of 
their food and liquid intake (Wright et al., 2003). However, there were other factors
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that were closely related to the provision of food and foodservice system that 
contribute to their dissatisfaction, thus affecting their food consumption. Factors 
such as food quality, menu and food choice, ordering and food delivery, serving time 
and number of meals, eating environment, assistance and disturbance are some of the 
factors related to patients’ satisfaction. These factors were closely related their 
satisfaction mainly from patients’ point of view (Hartwell et al., 2006). Addressing 
these factors could help to increase the patients’ food intake.
There have been a number of quantitative studies conducted of various dimension to 
explore patients’ satisfaction with hospital foodservice. Table 2.6 summarises the 
key aspects of these studies. These studies indicate that there were a range of factors 
which influences patients’ satisfaction, such as eating environment, food choice and 
food quality. Food quality was mentioned as the main influence on satisfaction in 
most of the studies presented in Table 2.6. Due to the quantitative nature of the 
studies, most studies merely stated factors associated with patients’ satisfaction. 
Very few studies used a qualitative approach, allowing examination of the reasoning 
for their satisfaction or dissatisfaction (Deluco and Cremer, 1990; Hartwell et al., 
2006; Fallon et al., 2008).
In terms of overall satisfaction, a longer length of stay was associated with less 
satisfaction with the foodservice (Capra et al., 2005; Wright et al., 2003; Stanga et 
al., 2003). In contrast to these findings, Fallon et al., (2008) found that satisfaction 
was sustained regardless of the number of days stayed when additional 8 choices for 
lunch and evening meals were provided for patients who have been in the hospital 
for more than 14 days. Therefore, it was clear that food choices and length of menu 
cycle was associated with patients’ satisfaction and could be addressed by 
introducing changes to the foodservice process.
Patients usually express their satisfaction based on a total of attributes that contribute
to their perception during their stay in the hospital (Hartwell et al., 2006). Besides,
satisfaction varies considerably among different patients, even when same hospital is
provided (Wright et al., 2003). This is because satisfaction is often derived as how
individual judges an experience, thus it may or may not conform to the reality of the
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situation.
Questioning their satisfaction showed how well they expected the hospital food. 
When researchers decide to understand patients’ consumption, they tend to 
investigate patients’ satisfaction as an indication of how well they will consume. One 
of the aspects highlighted by the researchers is the need to educate patients on the 
importance of hospital food, which is lacking in most countries. The method used to 
investigate satisfaction is usually done quantitatively, using a self-administered 
questionnaire. When a qualitative method was used, understanding, judgement and 
insight on hospital food was much more focused and in-depth. This is because they 
discuss ‘why’ they were not satisfied, providing reasoning behind their decision not 
to consume hospital food, express what is expected and often suggest changes that 
could be introduced. Therefore, qualitative study, especially focusing on patients’ 
perception that lead to satisfaction should be carried out. Perhaps, staff’s perception 
should be also examined to understand the satisfaction with hospital food from their 
viewpoint as they are closely associated with patients’ daily activities.
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Table 2.6 Studies on Satisfaction with Hospital Foodservice
Study Setting Sample Method Major Finding Country
Mailer et al, 
1980
Five medical 
facilities
N=l,597 staff 
and patients
Survey o f  food 
and service 
variables 
questionnaire
Environmental factors are 
more important than food 
variables
Canada
Schwartz,
1988
Outpatient
clinic
N=149 clients Scale development 
questionnaire
Satisfaction was high; lowest 
ratings for non-food clinic 
characteristics
USA
DeLuco and
Cremer,
1990
General public N=233 randomly 
chosen
Telephone 
interviews 
regarding hospital 
foodservice
Food was important in choice 
o f hospital. Patients wanted 
more choice
USA
Dubé et al, 
1994
Acute-care 
urban hospital
N=132 patients Survey o f overall 
satisfaction and 26 
specific factors
Seven dimensions o f 
satisfaction emerged, the most 
important being food quality
Canada
Grégoire,
1994
Nine hospitals 
with 300 to 500 
beds
N=744; 552 
patients and 192 
employees
Survey
questionnaire
Attributes o f service are more 
important than food attributes
USA
Trudeau and 
Dubé, 1995
Acute-care 
urban hospital
N=49 patients Survey
questionnaire
Satisfaction with diet 
counselling is determined by 
facilitation skills and 
compliance intentions
Canada
O’Hara et al 
1997
Geriatric ward N = 65 patients Self-administered
questionnaire
Patients were extremely 
satisfied with food quality and 
quantity
Canada
Stanga et al., 
2003
2 hospitals N=309 patients Self-administered
questionnaire
86% satisfied with hospital 
food
Switzerland
Watters et 
al., 2003
General ward 
and discharged 
patients
N= 116 patients Focus group Patients wanted healthy food 
served. On-going education 
and better communication 
between staff and patients 
was anticipated
Denmark
Wright et al., 
2003
5 wards 9
medical,
surgical,
orthopaedic,
rehabilitation
and maternity)
N = 540 Self-administered
questionnaire
Food quality was the main 
predictor o f satisfaction
United
Kingdom
Capra et al., 
2005
2 Acute care 
hospitals
N=2347 Self-administered
questionnaire
Patients were not satisfied 
with food quality and service 
aspects
Australia
Fallon et al., 
2008
Acute care 
hospital
N = 223 Self-administered
questionnaire
Satisfied level with 
foodservice elements
Australia
Hartwell et 
al., 2008
General ward N=22 Focus group with 
patients and staff 
Observation 
during meal time
Service aspects were less 
relevant compared to food 
quality towards food 
consumption and enjoyment
United
Kingdom
(Adapted from O'Hara et al., 1997 and recent researches were added)
2.4.6 Summary of the Impacts of Compromised Food Consumption
The impact of compromised food consumption food provision was discussed in this
section, which includes patients ’ compromised satisfaction, food wastage,
undernutrition, prolonged hospitalisation and cost implications. Aspects discussed
was widely mentioned and investigated by researchers as a result of compromised
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food consumption. A number of studies have researched patients’ satisfaction has 
been associated positively with consumption. For example, when an individual is 
satisfied, food consumption will increase (Stanga et al., 2003). Patients’ level of 
satisfaction can be reflective of other impacts discussed, such as food wastage and 
undemutrition.
Measuring patients’ satisfaction is complex because they do not complain much 
about their dissatisfaction with food consumption, hence when questionnaires are 
given, often it is not reflective of their actual perceptions (Watters et al., 2003). In 
general, patients are not particularly satisfied, if not surely food will not be wasted 
extensively and occurrence of undemutrition would not be widespread. As a result, 
patients will not be required to stay longer in hospitals and cost of administrating 
food provision and managing undemutrition will be under control.
Undemutrition is the most serious impact on compromised food consumption as it 
concerns patients’ health and well-being. Studies reviewed showed various age 
groups of patients and with different conditions experienced undemutrition. Both 
patients’ satisfaction and plate wastage have been used as indicators of future 
undemutrition. Undemutrition is usually regarded as a normal effect of 
hospitalisation, due to illness or treatment patients undergo. This perception should 
be changed as such condition could be avoided with adequate food consumption. In 
some cases, patients are required to stay in the hospital longer as their condition dies 
not get better. Strong association between prolonged hospitalisation and 
undemutrition does not only indicate the impact on patients’ nutritional status, but 
also becomes a financial burden. In many countries, cost implication has become a 
major worry to hospital administrators as health services are often subsidised. 
Undemutrition presents two different costs, firstly cost of treating undemutrition and 
cost of prolonged stay or re-admission.
Each consequence of compromised food consumption can be seen as a problem by
itself. The consequences can be regarded as interrelated with each other. For
example, compromised satisfaction resulted in compromised consumption (and
higher wastage). This resulted in patients experiencing undemutrition and required to
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stay longer or re-admitted to be treated, which can be costly. Understanding the 
consequences showed the extent of the problems related to food provision in 
hospitals. It also indicated how neglecting various factors discussed in 2.5 Causes 
fo r  compromised consumption resulted in patients’ health and nutritional status 
compromised, and become a financial constrain. It is unknown whether quality of 
service provided is affected as a result of cost. However, it is known that hospital 
administrators struggle to provide the best foodservice within a constrained budget 
(Waitzberg and Correia, 2003).
In the context of Malaysia, the lack of research on hospital food makes it difficult to 
access causal relationship between hospital food consumption and its impact. 
Therefore, this study was proposed to study the impacts of food consumption. Food 
wastage and patients’ preferences (an indication of patients’ satisfaction) are 
included, mainly because it is widely mentioned in the literature and associated with 
compromised food consumption. Nevertheless, the various consequences of 
compromised food consumption are expected to emerge in the study by itself 
through the interview sessions. It will be useful to know if there are other 
consequences apart from what have been reported. Besides, existing studies focusing 
on the impacts are mainly quantitative approach, where the consequences are 
measured empirically. Aspects such as satisfaction and reasoning can be explored in- 
depth using a qualitative approach, which this study is proposing. A different 
perspective and in-depth information are anticipated.
2.5 Causes for Compromised Food Consumption
In this part, the underlying problems related to compromised food consumption are 
discussed to understand the factors that influence patients’ food consumption. In 
order to understand a patient’s consumption, most researchers suggest ‘patients’ 
satisfaction with food attributes'1 is the best indication (Dube et al., 1994; O'Hara et 
al., 1997, Lau and Grégoire, 1998), although some suggest ‘patients’ satisfaction 
with service attributes’ is a better indication (De Luco and Cremer, 1990; Grégoire, 
1994). However, Pizam and Ellis (1999) indicated that various elements within the 
hospital environment make up their experience, making ‘trade-offs’; weakness in 
one attribute is compensated by strength in another. Therefore, both service and food
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elements work in synergy in creating patients’ satisfaction and must be studied 
carefully.
2.5.1 Food Quality
It is evident from the literature that ‘food quality’ has been widely associated with 
patient’s satisfaction (Sahin et ah, 2006; Lassen et ah, 2005; Stanga et al., 2003; 
O'Hara et al., 1997). Food quality is defined as the combination of attributes or 
characteristics of a product that have significance in determining the degree of 
acceptance ability of the product to a user (Cardello, 1995). In the context of hospital 
food, ‘food quality’ includes attributes such as taste, temperature and presentation. 
Regardless of whether ‘food quality’ is the main influencing factor or not, it is worth 
exploring this aspect as in the general population, ‘food quality’ is regarded as a 
strong factor determining acceptance and consumption (Grunert et al., 2005; 
Meiselman et al., 2000; Cardello et al., 2007).
A recent survey on ‘food quality’ indicates 55% of patients rated food as ‘good’ 
(Klien, 2007), although hospitals were usually seen as institutions with poor catering 
reputation. It is not unusual to find patients reporting that they are satisfied with the 
food even before tasting the food. This is because patients usually have low 
expectations on hospital foods (Beck et al., 2001). This is referred as 
‘institutionalised stereotyping’ because patients assume that food will not taste good 
because it was prepared in the hospital even before trying it (Cardello et al., 1996). 
According to Stanga et al., (2003), asking patients to fill in questionnaires usually 
does not indicate the patient’s real perception and satisfaction with food, hence 
qualitative method such as interviewing is more suitable, where further probing is 
included.
In the literature, factors such as taste, temperature and presentation were mostly 
mentioned as influences on patients’ consumption. When questionnaires were 
distributed, patients indicated that they were satisfied with the taste of hospital food 
(O'Hara et al., 1997; Dupertuis et al., 2003). Interviews with patients resulted in 
patient’s expressing their dissatisfaction with taste (Naithani et al., 2008; Lassen et 
al., 2005), which supports Stanga et al., (2003)’s reasoning. Interviews also indicated
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the reasons why patients did not like hospital food. For example, not cooked to their 
personal taste (Naithani et al., 2008) food too bland (Fallon et al., 2008; Lassen et 
al., 2005). In analysing satisfaction with taste, element of length of stay should be 
examined. This is because patients can be also bored or be more vocal after staying 
for a period of time, as indicated by Beck et al., (2001).
Texture of the food was also an essential element, most patients dissatisfied with 
texture of cooked meats, and the way vegetables were cooked (steamed and 
blanched) (Fallon et al., 2008). Lassen et al., (2005) found patients, especially 
elderly patients could not chew when whole slices or lumps of meat served. Patients 
also commented that dessert such as orange was not eaten because they had 
difficulties in peeling. It is not only relevant to design meals that meet their 
nutritional needs, but it is also pertinent to understand patients’ preferences and 
ability to eat it. Consideration of patients’ age group maybe also important as 
elderly, children and frail patients may have difficulties (e.g bite, chew or peel the 
fruits) in general.
Presentation of hospital food was reported as unacceptable, not attractive and 
unappetising (Naithani et al., 2008). Presentation, taste and texture of food were 
associated with freshness of food (Doucette, 1999). Combination of these factors 
was also perceived as necessary by other researchers (Hartwell et al., 2006).
Consuming food at the right temperature was also very important for patients, where 
patients often choose not to eat when their food was served cold (Naithani et al., 
2008; Dupertuis et al., 2003). Specifically, Stanga et al., (2003) found patients were 
dissatisfied with temperature, because of the delays between serving of food in the 
kitchen and delivery at bedside. Cold food was also associated with food delivery 
system, such as the centralised plating system (Hartwell et al., 2007; Mibey and 
William, 2002). Stanga et al., (2003) also indicated that the temperature was the 
most influential factor on patient’s satisfaction with hospital food (shown in Figure 
2.3). It was indicated that the temperature was associated with aroma of food, where 
patients ate better when they could smell the food. This was only possible when food 
was hot.
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Figure 2.4 Aspects of Food Quality Important to Patients
Food-tem peram  re Food-arom a Food ~p r e se n tati o n C rock ery
(Adapted from Stanga et al., 2003)
The issue of dissatisfaction goes beyond patients’ food intake, as it often causes 
patients to go hungry and have difficulties in assessing proper food (Naithani et ah, 
2008). Several patients pointed out that there was not much that can be done than to 
accept the food served (Lassen et al., 2005) and patients being not vocal about their 
dissatisfaction can be barriers for improvement. Food quality is a key factor that 
influences patients’ food intake, but the failure of patients to communicate their 
perceptions and preferences, and failure of staff to notice may have led to 
compromised food intake. Improving ‘food quality’ is not impossible, and 
improvements, such as improving the presentation and temperature of food could 
change the way patients’ acceptance of hospital food.
Taste, presentation and temperature has been widely mentioned and most probably
the 1st impression of hospital food, which patients justify their acceptance and after
eating. Patients’ perception on food quality aspects were not easily identified
especially by distributing questionnaires (quantitative method). From the review,
clearly one to one interview and focus group approach (qualitative method) was
more successful identifying patients’ actual conceptualisation of hospitals food and
perceptions. Methods such as the interview were useful, particularly in recognising
factors that was not usually reported in quantitative studies, such as texture and the
way vegetable and meats were overcooked. In my opinion, accepting factors related
to food attributes is complex. There are other aspects such as patients’ illness,
cultural background, food habits and beliefs which could influence their acceptance
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and consumption, especially taste needs investigation if better food provision is 
anticipated.
2.5.2 Menu and Food Choice
Knowing that patients often relate their compromised food consumption with menu 
and food choice, the British Nutrition Foundation outlined some of the factors that 
are associated with menu and food choice, which were;
• Menu does not always take account the needs, tastes and customary eating 
habits of different groups of patients. These will vary according to age, race 
or culture, or disease.
• Menu often do not take account of those needing fortified and/or modified- 
consistency meals.
• Inappropriate promotion of ‘healthy eating’, e.g. low-fat diets, in 
undernourished or at-risk patients.
• Some elderly patients often adopt a grazing habit and require frequent. Small 
volume, high energy density feeds and snacks.
• Special needs. Although some disease-specific menus, e.g. for renal failure, 
may be provided from a diet kitchen, it may be cost-effective to be able to 
supplement with standard menu with high-density, high protein additions.
• Pureed or semisolid diets are required by patients with neurological or 
mechanical dysphagia who may be unable to cope with either liquid or solid 
food. Such diets can have low-energy contents, and this may need attention.
(British Nutritional Foundation, 2003)
Food choices and menu provided is widely associated with patients’ consumption of 
hospital food. Studies discussed in part indicate patients were not happy with the 
food choice and menu provided in most hospitals. In terms of food choice, patients 
wanted certain food that was not provided (e.g minced meat, mashed potatoes, hot 
soup and choices of different breads) (Lassen et al., 2005). Similarly, Kowanko et 
ah, (2001) found that patients were more anticipated to eat hospital food when food 
such as soup, juice, cake and chocolate drink were served.
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The food preferred reflected what they usually consumed at home. It was also 
reported that there were different requests from those who stay longer, patients with 
high-energy or high-protein needs (Lassen et al., 2005). Patients’ preferences of 
certain food differed considerably (influenced by their health condition and 
medication taken, but these preferences were often not addressed). Providing food  
choices that they preferred is beneficial, as such initiatives have proved to enhanced 
food intake and reduce wastage (Vivanti et al., 2008).
Patients were also extremely particular about consuming food according to their 
religion, ethnic and cultural background. Patients were often sceptical to consume 
hospital food, as they were unsure whether hospital food complies with their beliefs 
and practices (Stanga et al., 2003). Holmes (1999) and Madhok et al., (1992) 
indicated that patients wanted food  choices that satisfies their beliefs, which is 
achievable by providing a clear explanation of ingredients used and cooking method. 
Such initiatives could enhance confidence to consume food, and reduce scepticism 
about the hospital food. Religion, ethnicity and cultural background of patients may 
have been taken into consideration in food preparation, but was not explicitly made 
aware to patients.
Lack of information about ingredients used is not only a problem among patients 
concerned about their beliefs, but also a common cause of dissatisfaction in choosing 
their meals. Patients felt they were unable to make informed choice, as not much 
information was provided (Naithani et al., 2008). Whether the menus were printed or 
electronic version, complains on inadequate description of meals was usual 
(Hartwell and Edwards, 2003). Clear and essential information regarding food  
choices could help patients in choosing the right meal, clear doubts about the 
suitability of meals and encourage them to eat hospital food. Accuracy and clarity of 
the dishes is necessary -  providing information on what to expect upon ordering. In 
understanding the menu, language has also become an issue. As a result, patients did 
not appreciate the full extent of the menu and unable to make an appropriate choice 
(Stanga et al., 2003). Therefore, menus must be also provided in appropriate 
languages, taking into account the multilingual society a country has.
41
Chapter 2: Literature Review I (Study One)
Another cause of compromised food provision is access to menus. In a study, only 
36% patients knew meals of the day, which they found out from the notice board or 
from other patients. According to them, staff failed to provide menus (Dupertuis, 
2003). However, contradicting to this, some patients in another study were not 
interested about knowing the menus, as they preferred it to be a surprise (Naithani et 
al., 2008). Only a small number of patients preferred ‘surprise’, as most of the 
patients wanted to know what they were going to eat beforehand, making menu an 
essential tool in decisions about meals they wanted to eat.
Patients are also concerned about the number of choices provided. In some 
hospitals, patients do not have any choice to choose from, and the other option offers 
two of more menus (Mibey and Williams, 2002). Patients complained when less 
choice was provided (Lassen et al., 2005; Dupertuis et al., 2003). Hospital menus 
were supposed to follow the format of standard structure menu. For example, in the 
UK, the Nutritional Guidelines on Menu Planning must be followed (SETRHA, 
1993). However, Hwang et al., (1999) found that some hospitals do not follow the 
standards. For example, less than three food choices were offered for dinner 
although the standard menu proposed not less than four. More choices were given 
for desserts than the main meal, which raised the question of nutritional priorities in 
hospital foods (Hwang, 1999).
The number of food choices provided in a menu is crucial, as patients’ preferences 
could be unpredictable; therefore it is necessary to provide an adequate number of 
choices. Such initiative will allow them to choose the meals according to their 
appetite and preferences. In addition, it might be an excellent initiative for patients 
who stay longer in the hospital, as they could be bored with limited a selection of 
food. However, from a foodservice manager’s viewpoint, cost and manpower to 
provide a selection of choice could be a barrier.
Apart from the number of choices provided, the frequency of serving same meals has
also been associated with patient’s consumption. Patients, especially those who
stayed longer in the hospital tend to get bored with the same food offered, therefore,
look forward for a variety of choices (Hartwell and Edwards, 2003). This could be
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addressed by administrating a suitable menu cycle. Hospitals employ a menu cycle 
which is 3, 4, 5, or 6 weeks in length, where the menus were used for a specified 
period of time, then the cycle was repeated. Length of each menu cycle varies from 6 
days up to 28 days. Mibey and Williams (2002) found that patients were most 
satisfied when shorter menu cycle (<14 days) were used, and food consumption was 
better as a results. Changes to have shorter menus took place to provide patients with 
more variety as there were different sets of menu available, which increased patients’ 
satisfaction.
There is also a question on healthiness of food choices provided in the hospital. One 
study in the UK compared the standard menu with the actual food served in 
hospitals, and found that hospitals in the UK served fewer vegetables, and focused 
much on dessert items (Hwang, 1999). Although patients anticipated for ‘healthy 
food’, they do not usually choose healthier options when the choice was provided 
(Stanga et al., 2003). Patients, especially elderly were more concerned about taste 
and familiarity with the food, rather than consuming healthy food’ (Lassen et ah,
2005).
It is not an easy task to design an acceptable meal for patients. In order to encourage 
patients, ideas such as including specials of the day’ or ‘make your own salad bar’ 
were suggested to be included in menus (Sullivan, 1990), which is yet to be explored 
intensively. The British Nutrition Foundation recommended that patients who were 
nutritionally vulnerable should be placed in wards near to the kitchen areas, so that 
special meals or snacks of their choices could be prepared for them (British Nutrition 
Foundation, 2003). This allows patients to be served better, catering their nutritional 
needs with food of their choice and minimum delay in delivery.
In terms of food choice and menu, patients were dissatisfied with certain aspects 
(e.g. type of food, information regarding ingredients used, language and explanation 
given for each menu, access to menu, number of choices provided and provision of 
healthy food). From the review, it was known that preferences for a certain type of 
food were distinguished between duration of patients’ stay in hospitals. However, the 
impact of aspects such as ethnicity and local food preferences were lacking.
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Knowing and understanding the ingredients used were immensely important to 
patients, especially for patients who were concerned about consuming foods that 
comply with their beliefs and food habits. This aspect can be hugely important in a 
multi-ethnic country like Malaysia, where beliefs and religion are given much 
consideration. In most countries, menus are provided, but often lacks in choices. 
However, it is unclear whether patients in Malaysian hospitals have access to menus 
or choices are provided. Introduction of healthy food in hospital menu is a good 
initiative to encourage patients to lead a healthier lifestyle, but sudden changes and 
patients’ change of appetite might need consideration and further investigation.
2.5.3 Ordering Food
Allowing patients to choose food was strongly associated with patients’ satisfaction 
with food service (Belanger and Dube, 1996; Faulkner, 2001). Mibey and Williams 
(2002) found 99% patients selected their own meals, and the rest required help form 
nursing staff or hostesses. In some cases, patients did not want to participate in the 
ordering process, as they expected nursing staff to make an appropriate choice on 
behalf of them (Coulehan, 2009; Sidenvall, 1994). However, this does not mean 
patients would prefer to order their food by themselves as some may require 
assistance due to their health condition. Patients expressed their dissatisfaction with 
the foodservice when help was not provided in placing an order (Stanga et al., 2003).
One of the common reasons for requiring assistance was difficulties in 
comprehending the content of menus, and necessary assistance was not provided 
(British Nutrition Foundation, 2003). WHO’s representative for Mass Catering (Dr. 
Oria Zinch) commented on ordering system as “many hospitals in Europe are 
inflexible and slow to respond" and pointed out that attitudes of people involved in 
providing the service should change first if improvement in hospital food is expected 
(Food and Healing, 2003). In line to this, the Council of Europe for Nutrition 
Program in Hospitals outlined that hospital staff should make an effort to assist 
patients to guarantee an easy ordering routine for patients.
Ordering from a menu too far in advance was another factor leading to compromised 
satisfaction and food consumption (Faulkner, 2001). Some patients may change their
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mind on what they wanted to eat, or some may even forgot what they have ordered if 
orders are taken in advance. There have been cases where patients discharged after 
they have ordered food for the next day, resulting in the bed’s new occupant 
receiving food chosen by someone else, which may be unsuitable (British Nutrition 
Foundation, 2003). Same day ordering was preferred, as it was not only flexible, but 
also reduces waste and encourages consumption (British Nutrition Foundation, 
2003).
Understanding the impact of advance ordering, a majority of 70.6% hospitals (n=93) 
participated in a study indicated that they had changed order taking to 12-24 hours 
rather than 24-48 hours ordering which was practised before (Mibey and Williams,
2002). Besides, ‘electronic menu choice system’ was introduced to offer a vast range 
of possibilities for the composition of meals in one of the hospitals involved (in 
Switzerland) (Stanga et al., 2003). Modem information technology could improve 
foodservice and increase the flexibility of ordering (Council of Europe, 2001). 
Initiatives such as this give patients more freedom to be involved in choosing what 
they want to eat. However, success of such initiatives also relies upon the staff’s 
involvement, as well.
Whether patients were allowed to order or not, number of choices provided, 
adequate assistance during ordering, duration between ordering and serving were 
identified as factors influencing patients’ consumption. To date, there is no standard 
for order taking procedures, resulting in various staff taking orders and unclear level 
of assistance provided across hospitals. Ordering what patients want to eat could 
empower them and make them feel ‘in control’, hence affect their food consumption. 
Therefore, it is worth looking at current ordering practice in Malaysian hospitals and 
its impact on patients’ consumption, especially because ordering practices tend differ 
according to hospitals.
2.5.4 Delivery of Meals
Food distribution is a task that should not be taken lightly, as it plays a critical role in 
maintaining food quality, nutritional content, temperature and texture (Department of 
Health, 1995). Distribution is a process usually carried out by nurses or the
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foodservice staff, whereby either a ‘centralised’ or a ‘decentralised’ system is used. 
The choice of either a ‘centralised’ or a ‘decentralised' system is not only based on 
efficiency of food distribution (Hartwell et ah, 2007), but also food cost and labour 
control (Hwang, 2003).
The ‘decentralised’ system costs higher compared to other methods, mainly because 
of higher labour cost and the intensive training needed by the staff (Operational 
Policy Unit, NHS Executive, 1997), but distribution trolleys with temperature 
control used in a ‘centralised’ system could be also expensive to purchase (Hartwell 
et ah, 2007). Serving meals using a ‘decentralised’ were also associated with less 
wastage and significantly improved food intake compared to ‘centralised’ system 
(Shatenstein and Ferland, 2000; Wilson et ah, 2001). However, there are advantages 
and disadvantages of the type of system used from the management and financial 
viewpoints.
From the patients’ perspective, many indicated that they preferred the 
‘decentralised’ system compared to a ‘centralised' system, as they felt the 
‘decentralised' ensured food was served hot and they could choose the food right 
before eating (Hartwell et ah, 2007; Hackes et ah, 1997). Besides, patients were 
happy as they could choose the portion size they needed (Hartwell et ah, 2007). The 
‘centralised' system was often associated with professionalism of staff in serving 
food, but a system that allows them to choose their meals was more pertinent to them 
(Hartwell et ah, 2007).
Studies have highlighted the impact of staff’s professionalism in serving food
(Hartwell et ah, 2007; Waite et ah, 2000). Foodservice staff who were responsible to
deliver food were usually trained on objectives, policies, procedures, and standards
related to foodservice. Patients were more satisfied when hostess or dietary
employees delivered than the nursing staff (Kowanko et ah, 2001; Waite et ah,
2000). One of the reasons given by patients was, it takes longer for nurses to deliver
food compared to foodservice staff, such as kitchen porters or hostess (Xia and
McCuthcheon, 2006). In addition, it was easier to get assistance with eating from the
kitchen staff when they delivered the food, as they were not as busy as nurses (Xia
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and McCuthcheon, 2006).
The method of food delivery, either ‘centralised’ or decentralised’ affects the food 
quality and subsequently influence patients’ perception and consumption. The 
individual who delivers the food was also associated with patient’s satisfaction, but it 
was vaguely described in studies reviewed. Whether certain staff were appreciated 
for their knowledge and experiences in food is unclear. Delivering food can be 
regarded as a simple task, depending on how it is carried out and who are involved in 
the process. Adopting the most suitable method of delivering food was crucial as it 
was proved that the delivery process affects patients’ satisfaction and food 
consumption.
2.5.5 Food Preparation
Food preparation was described as an important part of the ‘food chain’ in the 
hospital, ensuring food was presented to patients in a way which optimises its 
consumption (Williams, 1996). A number of food preparation systems have been 
implemented over the years in the hospitals, such as ‘sous-vide ’, cook-serve, cook- 
chill, cook-freeze, and more recently the ‘steamplicity ’ system. Definition of these 
preparation systems is explained below. Each method not only has implication on the 
overall catering system and quality of food but also on patient’s satisfaction and food 
intake.
• Cook-Serve
Food is prepared and cooked in the kitchen and distributed at the appropriate 
temperature to the wards, either already plated or in bulk, and served almost 
immediately after it is prepared (Silverman, 2000).
• Cook-Chill
Food is cooked and held at a temperature of 70 to 75 °C or more for at least two 
minutes, temperature of the food is reduced from 0 to 30 °C within 90 minutes and 
maintained before heating before served. In this system, dishes can be stored 
chilled for up to 5 days, however, after reheating the food should be consumed 
immediately (Edwards and Hartwell, 2006).
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•  Sous-Vide
Sous-vide involves placing the food into heat stable, air and moisture high barrier 
plastic bags or pouches. Air is then removed creating a vacuum with subsequent 
sealing of the pouch. A pasteurising cooking process takes place followed by 
immediate rapid chilling within 90 minutes to 0 to 30 °C. The product must then be 
stored within this temperature range until required for consumption, but within five 
days of the date of production (Edwards and Hartwell, 2006).
• Cook-Freeze
A system similar to cook-chill, except the food is frozen rather than chilled. After 
cooking, dishes are blast-frozen to a temperature of -200 °C and kept at this 
temperature until required (Hartwell and Edwards, 2003). Storage at frozen 
temperatures can be more prolonged, for up to two years.
• Steamplicity
The food, both raw and partially cooked, is plated in a centralised production unit, 
chilled (<5°C) and distributed to satellite kitchens where it remains chilled with an 
expiry date of four days. As required, meals are steamed individually in a 
microwave to >75°C (Edwards and Hartwell, 2006).
It was suggested that, when the cook-chill method was used, texture and juiciness 
of food were less damaged compared to the cook-freeze method (Tansey et al.,
2003). While the ‘sous-vide’ method was appreciated for its ability to retain the 
vitamins in the food, but the sensory quality was reduced (Church and Parson, 
2000, Pontin, 2005). The cook-serve method was widely used in US hospitals 
(Silverman et al., 2000), and in smaller hospitals (Mibey and Williams, 2002). The 
cook-serve was widely used, as it was cost effective compared to cook-chill (Audit 
Commission, 2001). Cook-seme and sous-vide systems provided the opportunity 
for patients to choose the portion size (Edwards and Hartwell, 2006).
The cook-chill system was not preferred by patients as they were unable to choose 
the portion size (McClelland and Williams, 2003). Nevertheless, there has been a 
large increase in the use of cook-chill method. For example, 42% hospitals were 
using the cook-chill system in 2001, as to only 5% in 1986 in Australia (Williams,
48
Chapter 2: Literature Review I  (Study One)
2002), mainly due to better structured food delivery options. Increased use of cook- 
chill technology may not necessarily support improved dietary intakes by patients 
(McClelland and Williams, 2003). This was supported by foodservice managers, as a 
cook-chill method does not prioritise patient’s satisfaction (Williams, 2002). Newly 
introduced food preparation method - 'Steamplicity ’ was much preferred by patients 
when comparisons were made with the cook-chill system, as they were more 
satisfied with aspects such as taste, texture, presentation and freshness of the food 
prepared using the ‘Steamlicity’ system (Edwards and Hartwell, 2006). However, 
there is still need to implement and explore more the 'Steamplicity' method, to study 
the impact it has on patients’ satisfaction and food intake.
Although there is no agreement on which system provides the best quality food, food 
preparation method was highly related to patients’ satisfaction (Hartwell, 2004) and 
food intake (Pontin, 2005; Williams, 2002). People in foodservice have come up 
with many ways to prepare food, especially in terms of mass catering. Each 
preparation method (e.g. cook-freeze, cook-chill) has its own advantage and 
disadvantages, which influences food quality such as taste, texture, presentation and 
freshness of the meal served. Although food quality attributes are important to 
patients, cost and feasibility to administer certain preparation method influenced the 
choices of method used in many hospitals. As a result, cook-freeze and cook-serve is 
widely used in many hospitals (Williams, 2009). It is certainly worth exploring 
patients’ preferences, where different food preparation are administered to eliminate 
any preparation practices that lead to unsatisfactory food consumption.
2.5.6 Number of Meals and Serving Time
Number of meals served in a day varies, but usually about 5 meals a day were served
in many hospitals (Mibey and Williams, 2002). Patients received three full meals
daily with in-between meal (Mibey and Williams, 2002). Using this pattern, meals
were usually delivered at about 6.00 am with three meals spaced between the first
and the last meal. However, there are hospitals in Australia which provide up to 7
meals a day, shown in Table 2.7. This pattern was not so popular, and study
indicated that the majority of hospitals around the world served 5 meals a day
(Mibey and Williams, 2002; Dupertuis et al., 2003). In a study, where 4 meals were
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served, patients complained that there was little food available between meals, 
making them hungry before the next meal (Naithani et al., 2008). Offering healthy 
snacks and drinks in-between meals could be an option to address this matter, but 
restructuring the serving time and number of meals is a better solution.
Table 2.7 Number of Meals (Seven Meals a Day Meal Plan)
Meals Median Serving Time Range
Early morning beverage 6.00 a.m. 5.45-6.30
Breakfast 7.30 a.m. 7.00-8.00
Morning Tea 10.00 a.m. 9.00-10.30
Midday meal 12.00 noon 11.30-12.30
Afternoon tea 2.30 p.m. 1.30-4.00
Evening meal 5.15 p.m. 3.30-6.00
Supper 7.30 p.m 6.30-9.00
(Adapted from Mibey and Williams, 2002)
Patients were usually not satisfied with the serving times, especially with breakfast 
and evening meal scheduled, as food were served earlier than usually patients 
consume at home (Dupertuis et al., 2003; Mibey and Williams, 2002). Patients had 
difficulties in adapting to the inflexible meal times while they were in the hospital. 
Inflexible serving times could lead patients to either skip their meal or were unable 
to eat. Apart from the number of meals, over half of the patients interviewed by 
Naithani et al., (2008) decided that they were hungry at some point because of 
unsuitable serving times. Adding to this problem, long gaps between meals, for 
example, 5-6 hours between breakfast and lunch, and narrow gaps between others, 
example 3 hours between lunch and tea, which suited the administrative convenience 
rather than patient needs (British Nutrition Foundation, 2003).
The number of meals served must be scrutinised with serving times, as the length 
between each meal has to be appropriate. Patients must be eager to eat, and should 
not wait hungrily for their meals. Similar to ordering, there is no standard number of 
meals and the gap between meals. Fewer meals mean the gap between meals is 
longer. However, dissatisfaction was due to unequal meal gaps, especially between 
lunch and tea. There are possibilities for patients to consume outside food, as studies 
indicated patients looked forward to consuming food similar to home cooked food
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(Naithani et ah, 2008). Besides, in countries like Malaysia there is culture of 
bringing food when visiting patients, which might be consumed while waiting for 
hospital meal.
2.5.7 Eating Environment
According to Meiselman (2000), initially food was the main concern for 
improvements when it came to food intake, then it shifted to the ‘person’ who eats 
with emphasis on physiology and nutrition, and finally in the last 15 years, the 
environment in which people eat has also begun to receive attention. Patients 
expressed their dissatisfaction on aspects related to the environment. Patients found 
the wards, particularly general and emergency wards as noisy, sound of equipment 
and movement of patients were uncomfortable during meal times (Stroebele et al., 
2004; Elmstahl et al., 1997). Patients also felt it hard to eat at the bedside, as many 
were put off by unpleasant odours, and behaviour and medical condition of other 
patients (Stanga et al., 2003; British Nutrition Foundation, 2003). Certain activities 
such as using the commodes, cleaning floors or changing the bin should be avoided 
particularly during meal times. This is because a study conducted by Xia and 
McCutcheon (2006) exposed unethical practice such as nurses leaving the patient’s 
urine bottles on the bed table just beside the meals while they were eating. Patients 
may have suppressed appetite due to their illness, and such practice does not make it 
easier for them to eat.
The situation where patients eat their meals alone was associated with compromised 
food consumption, which was regarded as common among patients (Edwards and 
Nash, 1999). Eating was regarded as a social activity that could be enhanced if 
patients in the ward eat together (Schenker, 2003, Watters et al., 2003). Putting a 
dining table in the ward may encourage patients to eat better, as a comfortable 
environment was created, similar to home. However, there were mixed reaction 
when patients were interviewed on their preferences of the dining area, as some 
patients preferred to eat alone as they did not want to have conversations about 
other’s disease (Lassen et al., 2005). Those who wanted to eat with other patients 
were positive that they would eat better, if accompanied by others.
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Regardless of the place where patients eat, their perceptions on the dining experience 
were affected by the attractiveness of the environment (Edwards and Gustafsson, 
2008). For example, practical issues such as cutlery used in serving influenced 
patient’s satisfaction and food intake, as hospital cutlery was regarded as 
‘institutional’ cutlery. An aspect such as serving soups and hot desserts in stained 
bowls and polystyrene cups were not only considered as unattractive but also 
affected their consumption (Edwards et al., 2003).
Patients should be allowed to eat in whichever environment they are comfortable. 
This is because social factors were recognised as equally, if not more influential in 
determining the types of food selected and the quantity eaten (Bell and Meiselman,
1995). Although hospital foods can never be the same as home meals, there are 
many way where enhancement or changes could take place. It was suggested that 
changes such as attractive and proper plates, cutlery and other details were focused 
to make eating pleasurable. For example, things like hand wipes, linen napkins and 
preparation of tables were suggested (Food and Healing Conferences, 2003). 
Patients’ eating environment compromises of various aspects such as sounds, smells 
and the physical setting of the eating area. Change of the environment, especially 
when they eat alone changes their appetite, acceptance and preference for hospital 
food. However, factors such as setting in different wards (e.g. emergency, general, 
and surgical) and number of patients placed in a room have not been associated with 
patients’ consumption, hence should be investigated.
2.5.8 Assistance Provided
Patient must not only be in a comfortable position, and in a pleasant environment 
when consuming their meals, but practical issues such as whether they can consume 
meals by themselves should also be focused upon. Studies revealed the absence of 
nursing assistance for patients at mealtime as one of the factors leading to 
compromised consumption (Tsang, 2008; Chang et al., 2003; Xia and McCutcheon,
2006). As many as 20% of hospitalised patients cannot feed themselves (Sager et al.,
1996). There are predominant levels of feeding assistance required by patients at 
meal classified according to types of feeding behaviour, shown in Table 2.8.
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Table 2.8 Three Differentrfypes of Feeding Assistance
Types of feeding behaviour Description
Total independence Patient requires no assistance from nursing staff after 
receiving tray
Partial dependence Self-feeding is demonstrated but requires help with tasks. 
This includes patients who try to eat independently, patients 
who response to verbal instruction and patients who need 
physical
guidance such as tray set up and positioning.
Total dependence An inability to self-feed was demonstrated. Patient required 
intensive levels of physical assistance and/or verbal guidance 
to be able to eat
(Source: Definition o f the three types o f feeding: Ott et al., 1991)
Patients, especially those with physical disabilities, post-surgical and elderly patients 
often expressed dissatisfaction with lack of support during mealtime (Ott et al., 
1991). Many complain either because they were not provided with the necessary 
assistance, or have difficulties in getting staffs attention to help them (Naithani et 
ah, 2008). One patient’s reaction when asked about help and assistance given in the 
ward was:
“They rarely walk around the bay during meal times. So when I ’ve wanted 
their help they are not around or I ’d  have to wait a long time before I  could 
get someone’s attention. I  cannot really be bothered to wait so I  get on with 
it. I  do what I  can, the things I  can reach and cut I  eat, the things I  can’t I  
leave” (Naithani et ah, 2008).
Fewer implementations are focused on behaviour or attitude changes (e.g. training 
on interpersonal skills (Reynolds, 2000). Among patients who received help during 
meal times, especially those who were totally dependent, there were some amounts 
of pressure to finish their food fast. This was because the food carts need to be 
returned to the kitchen after each meal; therefore staff become impatient with 
patients who ate slowly. Time spent with patients during mealtime was certainly an 
issue, as it varies from 4 to 25 minutes, depending on how independent the patients 
were (Tsang, 2008; Irurita, 2000). It was also revealed that totally dependent patients 
were given a total of 10.8 minutes assistance, which was not even enough for a 
healthy person to eat, thus far shorter than the time recommended by National 
Nursing Minimum Data Set, which is approximately 20 minutes (Natick, 1999).
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Some staff either mixed solid and liquid food to feed faster or simply discontinue 
feeding without any indication from patients (Tsang, 2007). Regardless of from 
whom they received help, up to 20% of patients complained that they did not get 
enough help from staff to eat their meals (British Nutrition Foundation, 2003). 
Naithani et al., (2008) concluded that the problem remains hidden because patients 
were reluctant to request assistance and staff fail to notice them. Amount of time 
spent with the patients could indicate how well assistance were provided, which 
could lead to compromised food consumption among patients.
From staffs perspective, lack of assistance was due to manifestation of unclear 
nursing role (Kuperberg et al., 2008), which was supported by the Council of Europe 
report. When nurses were interviewed, they blamed on barriers such as inadequate 
staffing, pressure of time, urgency of other task although staffing was higher than the 
regulation requirements (Kayser-Jones, 1997). Unclear role of staff, especially role 
of nurses in aspects related to foodservice become a debate, deciding on the role of 
each staff on the ward level (Hwang, 1999). Distribution of meals has been 
previously a nurse’s role, but now many hospitals have delegated the role to 
ancillary personnel such as kitchen staff (Kowanko et al., 1999). Hospitals with 
hostesses demonstrated greater patient satisfaction and less food waste (NHS Estates, 
2005). However, very few hospitals employ trained ward hostesses or care assistance 
to help patients with food choices (British Nutrition Foundation, 2003).
A typical nurse’s day involves serving, and delivery of food, checking patients’ well­
being, identify patients with eating difficulties, providing assistance during meal 
times, and observing the contents of discarded dishes (McGlone et al., 1995). In 
hospitals where there was hostess program, nurses expected the hostess to provide 
necessary assistance during meal times, robust monitoring of patient’s food intake 
was compounded by the division of duties in the ward (Hartwell et al., 2006). 
However, due to unclear responsibilities between nurses and hostess, often patients 
were not provided with necessary assistances needed (Kowanko et al., 1999; 
Kowonko, 1997). Provision of assistance in some way had been compromised due to 
simple administration problem, such as the unclear responsibilities.
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Study has also found that some nurses’ mealtime clashes with patients mealtime, 
which resulted in partially staffed ward at mealtime. This resulted in poorly 
administered assistance, and some nurses were reluctant to help patients, as 
providing assistance during their break times was unacceptable (Kowonko et al., 
1999). Another study reported that nurses appeared to be busy with other activities 
during mealtime, such as documentation and preparing medication, rather than 
assisting patients to eat (Xia and McCutcheon, 2006; Naithani et al., 2008). Nurses 
must be able to divide the time spent for each task, making sure their priorities were 
not neglected, especially in providing assistance and giving encouragement to 
patients to eat.
Apart from the responsibilities of staff in the wards, lack of clearly defined 
responsibilities among foodservice managers in planning and managing nutritional 
care was also reported as a cause of compromised food provision (Council of 
Europe, 2003). Foodservice manager’s role was regarded as really important because 
the responsibility to oversee the whole meal process from kitchen to consumption 
lies on the manager (Council of Europe, 2003). Foodservice managers had to rely on 
kitchen porters for the delivery of food to the ward. It was well established that often 
ward staff had difficulties in communicating with foodservice staff, and dieticians or 
doctors were reliant on nurses to communicate any concern regarding patients’ meals 
to foodservice staff (British Nutrition Foundation, 2003). There needs to be a 
continuum from kitchen to consumption, with emphasis on hospitality and quality, 
with a focus on providing patients with necessary assistance to ensure they have a 
pleasant eating experience.
Providing assistance is essential as food was part of patients’ treatment. Only when
patients are nutritionally well, they will be strong enough to withstand their disease
or medical treatment that they undergo. Providing assistance is essential as food was
part of patients’ treatment. Only when patients are nutritionally well, they will be
strong enough to withstand their disease or medical treatment that they undergo.
Assistance was particulate needed when food was served and eaten, helping patients
with choosing the meals and feeding. This has been debated who should serve the
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meals and assist them with eating. Studies reviewed indicated more patients 
preferred kitchen staff/hostess to serve and help them with feeding. Clear 
responsibilities of staff, especially nurses and kitchen staff in terms of provision of 
assistance to patients during mealtimes should be specified to ensure efficient service 
provision.
2.5.9 Disturbance
Patients were often disturbed during meal time by various activities going on in the
ward. As mealtime was one of the important events in a patient’s day, many
expected to have the meal without any disturbance. Interruptions during meal times
by doctors were factors that prevented them from having their meals (Naithani et al.,
2008). One of the patient’s comments on interruptions is stated below:
‘The doctor came round, I  think she was running late, she said she would 
only be a little while, and I  could have my lunch brought in, but she said for  
ages. By the time she left my food has gone cold, so I  did not eat it ’ (Naithani 
et al, 2008).
Initiatives such as the ‘Protected Mealtimes’ in the UK have reported fewer 
interruptions, hence greater satisfaction with their meals (Hartwell et al., 2006). The 
‘Protected Mealtimes’ scheme was introduced in 2001, aimed to improve patients’ 
eating experiences, from presentation of food to assistance at mealtimes. It provides 
more attention to identifying and addressing patients’ needs for assistance (Food 
Watch, 2006).
The British Nutrition Foundation outlined that patient’s food intake and satisfaction 
could be affected, as delayed meals may be spoiled and become unappetising when 
their meal sessions were disturbed. Substitute meals were not given when meals 
were missed. In some cases, the ‘nil-by-mouth’ order was not used inappropriately 
or prolonged unnecessarily, leaving patients to keep nil-by-mouth all morning only 
to find that their treatment has been cancelled or delayed (British Nutrition 
Foundation, 2003).
Patients complained that staff conducted check-ups or medical routines during meal
time, which lead to missing their meals or consuming their meals at a later time.
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Food quality, usually temperature and aroma were compromised when consumed at 
later times. Both disturbing patients during their mealtimes and ignoring patients’ 
rights to have their meals may sound like a serious offence, therefore, staff need to 
realise the seriousness of the problem and their role in causing such problems, 
especially when it could lead to undesirable health outcome among patients.
2.5.10 Summary of Causes for Compromised Food Consumption
The common reason given for compromised consumption by patients are ‘not
hungry’ or ‘no appetite’ (Hiesmayr et al., 2009), but studies reviewed in this section 
indicates there are numerous factors that influence patient’s consumption of hospital 
food. The causes for compromised consumption were investigated using two 
different approached - qualitative (Thibaultet et al., 2011; Naithani et al., 2008; Xia 
and McCutcheon, 2006) and quantitative (Johns et al., 2010; Westergren et al., 2009; 
Eila et al., 2009; White et al., 2008; Fallon et al., 2008; Engelund et al., 2007; Stanga 
et al., 2003). By conducting surveys (quantitative approach), researchers were able to 
identify factors related to patients consumption. Further information, in-depth 
understanding of how the factors identified influenced their consumption was an 
investigation by conducting interviews and focus groups (qualitative approach). 
However, there are relatively smaller numbers of qualitative compared to 
quantitative studies. This indicates that there is a need to conduct qualitative studies 
to examine the reasons behind each factor (reported by the quantitative studies).
Majority of studies reviewed reported ‘food quality’ (taste, temperature and 
presentation) as the major influence on patients’ consumption. This is followed by 
administration aspects of food service (food choices and menu, ordering and delivery 
of food, food preparation methods, number of meals and serving times). Other 
aspects, such as the physical setting during their meal times, staffs role in assisting 
them to eat and disturbance during mealtimes, especially from staff such as doctors 
and nurses (Kowanko et al., 2001) were regarded as factors influencing consumption 
of hospital food.
Numerous perspectives were considered, contrasting different factors influencing 
patient’s consumption. Therefore, it can be concluded that these factors form chain
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reactions or work holistically in quantifying patients’ acceptance and preferences to 
eat hospital food. For example, when medical procedures are conducted during meal 
times (a form of disturbance), patients miss the serving time or consume their meals 
at a later time. The ‘food quality’ is compromised (e.g. food gets cold and aroma 
lacking as it is consumed at much later time, therefore patients skip the meal or do 
not finish food served.
To date, there has been systematic review of the causal relationship between various 
aspects of hospital foodservice and patients’ perception and acceptance of hospital 
food. However, there is no sufficient information on patients’ action or behaviour as 
a result of perceiving hospital food as unsuitable for consumption. For example, it is 
not very clear whether patients choose to eat food from outside to compensate their 
compromised consumption of hospital food or just continued to eat the food 
although they were inclined. Studies have demonstrated patients’ consumption by 
analysing nutrient intake and plate wastage (Dupertuis et al., 2003; Barton et al., 
2000; Edwards et al., 1999), but it is not entirely reflective of their actions when they 
did not want to eat hospital food.
The aim of the present thesis is to determine any other factors, if present at all, and to 
examine the joint impact of factors related to patient’s consumption, particularly in 
Malaysian hospitals, where administration of foodservice may differ in comparison 
to other countries. It is also aimed to investigate the mechanism by which the factors 
within the hospital food provision influence their action and eating behaviour.
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2.6 Conclusion
In this chapter, there were two main elements discussed -  hospital food  and eating 
behaviour. Within each element, there were various sub-topics discussed and 
highlighted, used in conducting study one. A number of factors within the hospital 
foodservice were included, due to its association and contribution to patients’ eating 
experience. Five main elements identified; food, role o f staff foodservice system, 
patients’ background and hospital environment. Interactions between the five 
elements were predicted to affect patients’ eating experience, which subsequently 
affects their food preferences and consumption. The decision whether to eat hospital 
food or not, and the amount consumed rely on how patients perceive their 
experiences. These themes were focused in study one and the next chapter - 
methodology was conceptualised by emphasizing on the themes. Data collection 
method and process were organised by having the themes as the central point. This 
helped to understand better overall food provision in Malaysian public hospitals and 
specific factors that affected patients’ food consumption.
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Chapter 3: Methodology I (Study One)
3.1 Introduction
In this chapter, methodology aspects for study one are discussed. This includes 
research philosophy, design, method, data collection and data analysis conducted 
initially before the main study. Study one was an exploratory study, aimed to 
understand factors influencing food preferences and consumption, and to explore 
hospital foodservice system, as the problem was not clearly defined. Data collection 
for this study was mainly through interview sessions with patients and staff (nurses, 
doctors, dieticians and foodservice managers) to understand food provision in 
hospitals. The results of study one provided the basis for the study two, shown as 
Figure 3.1.
Figure 3.1: Research Process
Data Analysis of Results
Research design and 
data collection
STUDY ONE
Exploratory study
Research design and 
data collection
STUDY TWO
Main study
RESEARCH PROCESS
Data Analysis of Results
Discussion and Conclusion
3.2 Research Philosophy
In conducting this study, one of the main aspects considered was the research 
philosophy, as it outlines how data should be collected, analysed and presented in 
general (Flick, 2006). Philosophies such as epistemology (concerns what constitutes 
acceptable knowledge in a field of study) and ontology (concerns nature of reality)
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were considered in determining the stance of this study, as it influences the way in 
which research processes were conceptualised the process (Saunders et ah, 2009). 
Addressing the philosophy of the research was regarded particularly beneficial, as 
failure to outline the research philosophy and approaches will result in choosing 
unsuitable methods in achieving the researcher’s aims. In this study,
philosophy is considered as an important aspect as it provided the initial structure on 
how to conduct the research, choosing the best possible approach to study the 
patients’ experiences during hospitalisation.
This study adopted interpretivism, which is part of epistemology philosophy as the 
research philosophy. Interpretivists believe that the world is complex and cannot be 
fully understood and rationalised into general rules and theories (Flick, 2006). The 
philosophy relies on qualitative rather than quantitative data in making an 
interpretation (Saunders et al., 2009). Intepretivism is a more suitable philosophy in 
researching areas of human behaviour and more suited in social science context 
(Flick, 2006). More specifically, it determines that individuals make sense of 
situations based on their experiences and expectations. Under this paradigm, it is 
seen crucial to discover and understand ‘meanings’, and contextual factors that 
influence, determine and affect the interpretations conceptualized by different 
individuals (Saunders et al., 2009).
Intepretivism was selected because the research philosophy for both study one and 
two, as it represents the stance of the study. For study one, the main objective was to 
understand the patients’ perception and consumption in-depth, particularly to 
investigate the determinants of the relationship between perception and 
consumption. To achieve this, Intepretivism was regarded the most suitable research 
philosophy based on the discussion presented. Intepretivism is also suitable for this 
study, because it allows recognition of issues related to the validity of the findings, 
addressing the risk that any interpretation is framed within the mind of the researcher 
and takes necessary steps to avoid biases.
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One important element of intepretivism is findings are not generalisable because it 
focuses on understanding the meanings, and interpretation is highly contextual 
(Flick, 2006). This may be seen as a disadvantage from a positivist viewpoint, but 
from an interpretivist viewpoint this element is essential in conducting research. As 
for this study, it fits perfectly with the rationalisation of the findings. The way 
patients’ think, feel and communicate might be distinctive to the context of public 
hospitals, hence may not applicable in a different environment. Episodes 
experienced by individuals in a different environment could be similar, but how they 
feel may not be the same, because of the influences of factors unique to the 
particular environment.
3.3 Research Design
3.3.1 Research Type
Determining the type of research is essential, as it allows the researcher to determine 
the way in which the research questions are asked (Saunders et al., 2009). The type 
of research can be either finding out what is happening (exploratory), portray an 
accurate profile of persons, events or situations {descriptive), or establishing a causal 
relationship between variables {explanatory) (Saunders et al., 2009). However, 
Robson (2002) warned that research questions can be both descriptive and 
explanatory, and the differences lie in the purposes of the study.
The comparison of type of research is presented in Table 3.1, which was used to 
determine the most suitable research type for this study. Both the exploratoiy {study 
one) and descriptive {study two) types were used in this study. Exploratory research 
was used to understand the current situation in Malaysian public hospital which 
guided the focus of the study. Both patients and staff involved in food provision 
were included in the exploratory study, to understand the practices and implications 
for patients’ food intake. As the nature of the study was exploratory, the focus was 
quite broad and useful in understanding the food provision process in Malaysian 
hospitals. The approach provided a detailed and accurate picture of participants’ 
backgrounds, their perspectives, behaviours and attitude towards the provision of 
meals, which were very useful in explaining certain actions and behaviour.
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Table 3.1: Comparison of Various Types of Research
Exploratory Descriptive Explanatory
Asses phenomena in a 
new light
Useful in clarifying, 
understanding a 
problem
Principles - search 
literatures, interview 
‘experts’ to conduct 
focus group interviews
Flexible and adaptable 
to changes
Focus initially is broad 
and becomes narrower 
as research approaches
Creates new ideas or 
hypotheses
Detailed information of a 
phenomena
Can be extension of exploratory 
research
Needed in further describing 
what is found and draw 
conclusions based on that
Encourage skills in evaluating 
data and synthesis idea
Identify new ideas/info that are 
different from past data
Emphasis on studying a 
situation or problem in 
order to explain the 
relationship between 
variables
Test a theory’ predictions
Extend a theory to new 
aspect
Can conduct statically test 
to get clearer picture of 
relationship
Determines the best 
explanation for research 
questions
(Source: Saunders et al., 2009)
In determining the type of research, the approach used especially in collecting data 
was also identified. It is enabled the researcher to take a more informed decision 
about the research design (both techniques used in data collection and procedures in 
which the data is analysed and interpreted) (Easterby-Smith et al., 2002). There are 
two types of research approach - deductive and inductive. The inductive method 
begins with specific observations, begins with detection of patterns and regularities, 
formulation of some research questions or hypotheses, and finally conceptualisation 
of some general conclusions or theories (Sekaran, 2010). Deductive works the other 
way, it is the process where we arrive at a reasoned conclusion by logical 
generalisation of a known fact (Sekaran, 2010).
The Inductive approach is described as a more open-ended and exploratory 
approach, which allowed alternative explanations of what is going on. The inductive 
approach is particularly concerned with the context in which an event takes place,
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therefore focuses on a smaller number of sample size and uses qualitative approach 
in conducting the research. According to Saunders et ah, (2009), the inductive 
approach is suitable in knowing what is happening, and to understand the nature of a 
problem.
The inductive approach was used for both study one and two. For study one, the lack 
of knowledge on the provision of hospital food in Malaysia showed that an inductive 
approach was most suitable. However, since there were various aspects to be 
explored within the hospital food domain, a fairly structured methodology {semi- 
structured inteiwiews) was formed. Although the methodology aspect (not entirely 
open-ended questions) slightly contradicted the research approach, the main 
principle was inductive, which was building theory or understanding rather than 
testing theory. However, the approach used allowed the emergence of various 
interesting themes, particularly relevant to the context of food provision in 
Malaysian hospitals. The approach was extremely useful in understanding how 
foodservice system worked in Malaysian public hospitals and its impact on patients’ 
food consumption.
3.3.2 Qualitative Research
There are three different paradigms that are usually used in research. They are 
quantitative research, qualitative research and mixed research. Before deciding the 
research paradigm, all three paradigms (quantitative research, qualitative research 
and mixed research) were analysed and compared. The main characteristics of the 
three main research paradigms are described in Table 3.2. Some researchers argued 
that there is no clear distinction between qualitative and quantitative methods 
(Mason, 2002; Blaikie 2000). Some claimed that they complement each other, 
depending on the focus of the study (Silverman, 2010; Flick, 2006). Debates on 
various thoughts, indicated the importance and application of the most appropriate 
paradigm in the study.
Based on the comparisons, it was decided that the qualitative research paradigm was 
most appropriate for this study, for both study one and two. Qualitative research was 
defined as a research method which allowed the exploration of a wide array of
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dimensions of the social world, including the texture and weave of an everyday life 
(Mason, 2002). It also explores the understanding and experiences of the research 
participants, the way that social process or relationships work, and the significance 
of the meanings that they generate (Mason, 2002). Qualitative research tends to 
analyse and explain a subject, and build compelling arguments about how things 
work in a context, which was essential for this study.
Specifically for study one, the qualitative paradigm was incorporated, as it matched 
the objective; to explore the behaviour and attitudes of the patients and staff in 
hospital food consumption. By incorporating the qualitative approach, it was 
possible to study patients’ attitude and behaviour in the actual context without 
controlled conditions. This allowed them to express their experiences freely, and 
assisted the emergence of themes that are unique to hospital food consumption.
Qualitative research is considered to be subjective, hence leads to difficulties in 
establishing the reality and validity of the approaches used and findings acquired 
(Mason, 2002). It is also reported that the qualitative approach leads to the difficulty 
in preventing or detecting researcher induced bias (Mason, 2002). Such limitations 
could be addressed by planning the data collection at each level; from preparing to 
collect data till the final report was produced by administrating the steps carefully. 
These strategies were administrated in study one, to reduce biases.
In conducting qualitative research, a particular strategy is adopted, which is often 
driven by factors (e.g. research questions and objectives, the extent of existing 
knowledge, the amount of time and other resources available and the researcher’s 
own philosophical values) (Saunders et al., 2009). After comparing various research 
strategies (shown in Table 3.3), the phenomenology research strategy was decided to 
be used in this study.
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Table 3.2 Comparison between different research paradigms (Quantitative, 
Mixed and Qualitative)________________________________________________
Qualitative Quantitative M ixed M ethod
View of human 
behaviour
Behaviour is fluid, dynamic, 
situational, social, contextual, 
and personal
Behaviour is regular and 
predictable
Behaviour is
somewhat
predictable
Most common 
research objectives
Description, exploration, and 
discovery
Description, explanation, 
and prediction
Multiple objectives
Focus Wide-angle and “deep-angle” 
lens, examining the breadth 
and depth o f phenomena to 
learn more about them
Narrow-angle lens, testing 
specific hypotheses
Multi-lens focus
Nature of 
observation
Study behaviour in natural 
environments. Study the 
context in which behaviour 
occurs
Attempt to study 
behaviour 
under controlled 
conditions
Study behaviour in 
more than one 
context or condition
Nature of reality Subjective, personal, and 
socially constructed
Objective (different 
observers agree on what is 
observed)
Common sense 
realism and 
pragmatic view of  
world
(i.e., what works is 
what is “real” or 
true)
Form of data 
collected
Collect qualitative data (e.g., 
in-depth interviews, participant 
observation,
field notes, and open-ended 
questions). The researcher is 
the primary data collection 
instrument
Collect quantitative data 
based on precise 
measurement using 
structured and validated 
data collection instruments 
(e.g. closed-ended items, 
rating scales, behavioural 
responses)
Multiple forms
Nature of data Words, images, categories Variables Mixture o f  
variables, words, 
and images
Data analysis Search for patterns, themes, 
and holistic features
Identify statistical 
relationships
Quantitative and 
qualitative
Results Particularistic findings. 
Representation o f insiders’ 
Viewpoint. Present multiple 
perspectives
Generalisable findings Corroborated 
findings may 
generalise
Form of final report Narrative report with 
contextual description and 
direct quotations from research 
participants
Statistical report (e.g., 
with
correlations, comparisons 
of means, and reporting o f  
statistical significance o f  
findings)
Eclectic and 
pragmatic
(Adapted from Johnson and Christensen, 2007)
In general, phenomenology is concerned about understanding behaviours from the 
participants’ own subjective frames of research. Therefore, it describes, translates, 
explains and interprets events from the perspectives of the people who are the 
subject of the research (Mason, 2002). Researchers using the phenomenology 
approach usually search for commonalities across individuals and the essence of
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their experiences, which provides data that are rich on description and the ‘vicarious 
experiences’ of being there (Johnson and Christensen, 2007). These aspects are 
linked to the objectives of both studies, hence justifies phenomenology, as the choice 
of research strategy. One study suggested phenomenology as the most useful and 
appropriate method in analysing attitudes and perceptions of nurses and patients 
(Creswell, 2007). The study also justifies the choice of phenomenology as the 
research strategy, as more studies other than Creswell (2007) have used 
phenomenology in the similar environment (hospital) and among similar participants 
(patients and staff) (Miller and May, 2006).
Table 3.3 Characteristics of Qualitative Researches
Dimension Phenomenology Ethnography Case study Grounded
theory
Research
purpose
To describe one or 
more individuals’ 
experiences of an 
experience
To describe the cultural 
characteristics of a 
group of people and to 
describe cultural scenes
To describe one or 
more cases in-depth 
and address the 
research questions 
and issues
To
inductively
generate
theory
deserving
and
explaining a 
phenomenon
Disciplinary
origin
Philosophy Anthropology Multidisciplinary Sociology
Data
collection
Semi structured
Interview
Narrative
interview
Focus groups
Participant
observations
Collecting documents
Multiple methods Observations
Interviews
Recording
interactions
Data analysis 
approaches
Theoretical coding
Content analysis
Narrative analysis
Hermeneutic
methods
Conversation analysis
Discourse analysis 
Genre analysis
Holistic approach to 
find themes
Holistic description 
and search for 
themes shedding 
light on the case
Hermeneutic
Objective
Begin with 
open coding, 
then axial 
and selective 
coding
(Adapted from Johnson and Christensen, 2007: 130)
However, there are some precautions in using phenomenology, as the subjectivity of 
the research may prove to be difficult, especially in establishing the reliability and 
validity of the data collected (Mason, 2002). Necessary steps, such as familiarising 
with the method, gaining adequate training, experience and building the confidence
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of the researcher in conducting the data collection was taken to overcome the 
setbacks.
3.4 Research Methods
3.4.1 Sampling Method
Sampling refers to the principles and procedures used to identify, choose and gain 
access to relevant data sources which are related to a wider population (Mason,
2002). Although sampling is not often used in qualitative studies (Saunders et al.,
2009), it is usually carried out to address two aspects, one is the practical and 
resource-based issues, and second is the important research questions focused upon 
(Mason, 2002). Sampling methods must be precisely determined to obtain a depth of 
information and focused on the right target. For these reasons, the same sampling 
method (purposive sampling) was used for both studies (study one and two), but the 
sampling process was slightly different between the two studies.
Purposive sampling is a branch of the non-probability sampling, which enables 
judgement and selection of cases, and answers the research questions of the study 
(Saunders et al., 2009). Neuman (2011) indicated that purposive sampling was often 
used when working with a small sample size and when researchers want to select 
individuals that are particularly informative. Purposive sampling also focuses on 
characteristics of individuals rather than the number of individuals (sample size). 
However, researchers must be aware of the inaccuracy in the researcher’s criteria 
outline, which could result in compromised sample selection (Silverman, 2010). One 
of the main reason purposive sampling was selected for this study was because of the 
key informants. Patients and staff (doctors, nurses, dietician and foodservice 
managers) who were included in study one hold valuable information, distinct to 
their role within the hospital food provision.
3.4.2 Sampling Groups
As part of exploring hospital food provision, it was decided that various groups of 
individuals involved in the process of food provision should be included. Each group 
was selected based on their distinctive contribution and their role in hospital food 
provision, to provide meaningful insight from their perspectives. The groups were;
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•  Patients - receivers of the overall service
•  Foodservice managers - responsible of operational aspects
•  Nurses - responsible in taking orders and delivery
•  Dieticians - provide advice, especially regarding diet
• Doctors - provide advice in general, which also includes dietary advice
•  Head o f Foodservice and Dietetics, Ministry o f  Health Malaysia -
responsible of policies regarding foodservice and nutritional aspects in
Malaysian hospitals
•  Deputy Head o f Foodservice and Dietetics, Ministry o f Health Malaysia -
responsible of policies regarding foodservice and nutritional aspects in 
Malaysian hospitals
The main grouping of patients and staff in this study are shown in Figure 3.2. 
Specifically, each group of individuals involved in food provision had different 
objectives and interests, which lead to differences in their perspectives. Patients’ 
perspectives were focused on their experiences, mainly on how their needs and
expectations were addressed. Foodservice managers and the Head of Foodservice
were individuals who were more concerned about cost, production aspects and 
efficiency of staff in delivering services. Dieticians were concerned about provision 
of dietetic advice and delivery of nutritious food. While nurses were concerned about 
their role during mealtimes and their responsibilities. Although welfare of the 
patients is a common interest, lack of common interest among the groups indicated 
possible flaws in hospital food provision. As a result, this presented various impact 
on patients’ eating experience and staff’s experience in providing service to patients.
Figure 3.2 Sampling Groups
Sampling Groups
Patients (Service receivers) Staff (Service providers)
Non - Clinical
Foodservi ce Managers 
Dieticians 
Ministry o f  Health 
Staff
Clinical
Doctors
Nurses
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3.4.3 Sampling Criteria for Patients
Kondrup (2004) emphasised that very few patients expressed their perceptions, while 
other researchers have indicated that patients’ input was very useful in improving 
foodservice and in influencing patients to eat better (Duppertuis, 2003; Stanga et al.,
2003). Therefore, patients were considered as the key informant who could convey 
information regarding food provision from their viewpoint as the recipient of the 
service. In study one, patients were selected because they were able to provide views 
on actual happening, conveying accurately how certain practices influences their 
attitude, behaviour and subsequently their food consumption. Prior to data collection, 
a set of criteria were created based on literature reviews and the information acquired 
from a brief telephone interview with the Director of Hospital Service (Ministry of 
Health Malaysia) to select particular patient group.
Only adults were included in the study, where patients must be 18-55 years old. Both 
children and elderly patients were excluded, due to time limitation. Besides, adults 
were regarded as the appropriate age groups, as the majority of patients admitted in 
the hospitals were adults (Ministry of Health, 2009). Addressing the biggest group of 
patients (adults) was regarded as useful in suggesting any changes or 
implementations, as the suggestions were based on the voice of the majority who 
received the service, hence relevant.
Other criteria of recruiting patients were the type of ward - general wards. A report 
on health aspects indicated that the majority of patients were admitted to hospitals 
due to general health condition, and generally higher number of patients admitted in 
general wards (Chee and Barraclough, 2009). Only patients admitted in the general 
ward were included in the study, as patients in the general ward were regarded as 
less directly affected by their health condition. Therefore, they were expected to 
convey their eating experience better compared to other groups of patients. In 
addition, recruiting patients from general wards were expected to provide 
information from the general population of patients (where patients with various 
sickness and health condition were present). Based on this information, it was 
decided that focusing on a more general sample was appropriate.
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Types of the meal were also considered, where only patients on normal meals were 
included. This was to avoid biases in findings as other meals, such as therapeutic 
meals are modified to cater for patients’ health condition and often compromised in 
terms of taste (due to reduction in certain ingredients). Modified food can be a cause 
of dissatisfaction among patients, but the study intended to understand acceptance of 
hospitals food based on food consumed commonly, without any modification.
One of the unique criteria in Malaysian public hospital is the class system. Patients 
are admitted in the ward of their choice (either 1st, 2nd or 3rd class), according to their 
affordability. Generally, there are more beds allocated in 3rd class, followed by 2nd 
and 1st class (Chee and Barraclough, 2009). Whereby, approximately 85% of all 
public hospital beds are in 3rd class wards, where patients pay negligible fees (Chee 
and Barraclough, 2009). Patients’ perceptions were expected to be different 
according to the classes, mainly because of the differences in the service provided 
according to the classes. Therefore, in both study one and two, more patients were 
recruited from 3rd class and followed by 2nd class. 1st class patients were excluded in 
study one due to relatively small number of patients in 1st class, time limitations and 
willingness of 1st class patients to participate in the study. This can be regarded as 
one of limitations of this study.
3.4.4 Sampling Criteria for Staff
Doctors, nurses, dieticians and foodservice managers, Head and Deputy of 
Foodservice and Dietetics were grouped as ‘staff in study one. Staff who was 
willing to participate were recruited to understand their role in providing the service 
and their perception on patients’ food consumption. Staff are said to pay little 
attention to nutrition and foodservice, which lead to deterioration in patients’ health 
(Xia and McCutcheon, 2006; Naithani et al., 2008). Many health professionals 
repeatedly conducted their work in a routine, focusing on economy, thereby 
neglecting patients’ preferences. Inclusion of various staff groups provided insight 
on their work routine, their attitude and motivation in carrying out their 
responsibilities. An overview of how various groups of professions work in synergy, 
and the impact of communication failures between the groups (e.g. between nurses 
and kitchen staff) on patients food consumption were highlighted.
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Among the staff, dieticians were considered as the key persons who have a 
substantial amount of information on patient’s eating experiences, because they deal 
directly with patients’ food consumption. Dieticians’ were responsible to manage 
various food related issues that patients faced. Foodservice managers were included 
because of their responsibilities managing the entire foodservice department was 
expected to provide crucial information on aspects related to food provision.
Both doctors and nurses in general wards were included due to their unique role in 
aspects related to food delivery, especially nurses. Nurses were considered as 
important figures in the ward, in whom patients often confide. Therefore, they were 
expected to provide valuable insight on patients’ eating experiences. They are also 
regarded as ‘middle persons’ between ward and kitchen, communicating between the 
two units to ensure patients were nutritionally provided.
The Head of Dietetics and Foodservice and the Deputy of Dietetics and Foodservice 
(Ministry of Health) were also interviewed, as they were the spokespersons for the 
entire hospital foodservice entity in Malaysia. They were the individuals who 
provided information regarding policies and regulations administrated related to food 
provision. Decisions on aspects such as catering system, budget and future plans 
were their responsibilities. Obtaining such information was helpful in understanding 
the practices administrated in Malaysian hospitals. Overall, inclusion of staff in this 
study was regarded as necessary, because interpretation of patients’ eating 
experiences was often clearly understood by staff.
3.5 Data Collection
The objective of the study one was to explore patients’ eating experience and to 
investigate staffs’ attitude and perceptions towards food provision. Therefore, it was 
decided that intei'viewing participants (face-to-face) would be the most suitable 
method. However, although the semi-structured interview (face-to-face) was decided 
as the main data collection method, telephone inteiwiew and observation methods 
were also incorporated. The telephone interview was necessary before the semi­
structured interview sessions, to gather vital information on operational aspects of 
overall hospital foodservice in Malaysia, due to lack of data. Information obtained
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was useful in designing the interview sessions. Observation was essential in 
complementing the semi-structured interview sessions.
Both the semi-structured interview and telephone interview were regarded as non­
standardised interviews, whereby data collected were analysed using a qualitative 
method (Silverman, 2010). Figure 3.3 shows how different data collection methods 
were incorporated in study one at different time periods and the strategies used in 
data collection. While Table 3.4 summarises the data collection for study one, 
explaining briefly the reasoning behind the inclusion of a certain group of 
respondents, method and instruments used. Overall, it provides an understanding on 
data collection for study one.
Figure 3.3: Data Collection Methods used in Study One
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Table 3.4: Summary of Exploratory Data Collection Conducted
Respondents Sampling
Criteria
Data
collection
method
Instruments
Used
Location Purpose
Director of
Hospital
Services
Person in­
charge on 
overseeing 
the
administratio 
n and
operational 
aspects of 
various 
services 
provided in 
the hospital, 
including 
foodservice
Telephone
interview
Internet
telephone
(Skype)
The Surrey 
Business School, 
University of 
Surrey
Obtain 
information 
regarding the 
organisation 
and
administration 
of foodservice 
in Malaysian 
public hospitals
Patients Patients in 
general 
wards, on a 
normal diet
Patients from 
3rd and 2nd 
class wards
Semi­
structured
interviews
Observations
Digital
Voice
recorder
6 different hospitals 
in rural and urban 
hospitals:
6 patients - 
Northern area 
(2 hospitals)
6 patients -  
Central area 
(2 hospitals)
6 patients - 
Southern area 
(2 hospitals)
Explore 
patients’ 
perception and 
attitude towards 
foodservice 
provided in 
government 
hospitals, 
Malaysia
Staff Foodservice
manager,
nurse,
dietician and 
doctors who 
are related to 
the provision 
of hospital 
food
Semi­
structured
interviews
Digital
Voice
recorder
6 different hospitals 
in rural and urban 
hospitals
A total of 18 staff, 
with various 
responsibilities 
were interviewed
Investigate 
staff attitude, 
behaviour and 
perception of 
food provision 
provided to 
patients
Head of 
Foodservice 
and Dietetics 
and Deputy, 
Ministry of 
Health
Person in­
charge of 
foodservice 
and dietetics 
administratio 
n in
Malaysian
hospitals
Semi­
structured
interviews
Digital
Voice
recorder
In Foodservice and 
Dietetics Head 
Office, Malaysia - 
Hospital Kuala 
Lumpur (HKL)
Explore policies 
and regulations 
administrated in 
government 
hospitals.
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3.5.1 Telephone Interview
3.5.1.1 Telephone Interview Method
Data collected using telephone intewiew was usually used to reveal and understand 
the ‘what’ and the ‘how’, and also focuses on knowing the ‘why’ (Mason, 2002), 
which was essential for this study. Another reason for using telephone interview 
method was the distance between the researcher (was in the UK) and the participant 
(was in Malaysia). Besides, data were needed urgently to design the study, especially 
the data collection strategies for study one. The method was also convenient, 
especially for the participant as the interview session was conducted when the 
participant was free from any commitments, and without any time constraints.
Initially, there were some reservations on using telephone interview due to practical 
issues such as the ability to control the pace of interviews because the researcher had 
to multitask - to be an active listener and take notes of the interview at the same 
time, making it a difficult process. However, by using a digital voice recorder, this 
difficulty was overcome. One of the unavoidable disadvantages of using telephone 
interviews (via Skype) was - that non-verbal behaviour could not be seen and 
interpreted. Regardless of this limitation, the telephone interview was most 
appropriate, as it was useful in clarifying the aspects related to the administration of 
hospital foodservice in Malaysia overall.
3.5.1.2 Telephone Interview Process
The telephone interview was carried out with the Director of Hospital Services, 
Ministry of Health at the Ministry level to obtain information on foodservice 
organization and administration of foodservice in hospitals, as there was a lack of 
published data on this aspect, mainly due to lack of research. A written formal 
permission letter was sent to the Director, and permission was granted to conduct a 
telephone interview a week later. The interview was conducted via ‘Skype’ (internet 
phone), for approximately 30 minutes. The Director explained about the organisation 
of foodservice in Malaysia and provided some informative data, which was used to 
design the ‘face-to-face’ interview sessions with patients and staff. The Director also 
suggested key persons in the foodservice department to be included in the study (e.g. 
the Head of Foodservice and Dietetics) to obtain a clearer picture of the situation.
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The Head of Foodservice and Dietetics was suggested due to his experiences and 
direct involvement in the decision making in aspects related to hospital foodservice.
3.5.2 Semi-structured Interview
3.5.2.1 Semi-structured Interview Method
The semi-structured interview method was conducted face-to-face among patients 
and staff, which is also incorporated in study two. The semi-structured interview is 
referred as a non-standardised method, where the researcher will have a list of 
themes and questions to be covered, although these may vary from one interview to 
another (Saunders et al., 2009). This allows some questions to be omitted or added 
according to the flow of conversation, which was extremely useful in exploring 
patients’ and staff perceptions. Semi-structured interview is the best method for this 
study, as it served the purpose of getting data to uncover certain phenomena 
(Silverman, 2010). It also provided the opportunity to ‘probe’ answers, where 
participants were expected to explain, or build on their responses, adding 
significance and depth to the data obtained (Saunders et al., 2009).
The concept of face-to-face interviewing ensured interviews were conducted more 
efficiently. It was selected because conducting the face-to-face interview has 
advantages of identifying social cues such as voice, intonation and body language 
which could provide additional and essential information supporting participants’ 
verbal answers (Silverman, 2010). However, one researcher reported that conducting 
the face-to-face interview could lead to the interviewer to guide the interviewee in a 
specific direction through his or her behaviour, especially face expression (Bryman 
and Cassell, 2006). This disadvantage could be overcome by using an interview 
protocol (Bryman and Cassell, 2006), which was implemented in this study.
The synchronous communication of time and place in a face-to-face interview is said 
to have an advantage, as the interviewers could use the ambiance and environment 
setting to create a good interview (Bryman and Cassell, 2006). In this study, when 
patients were interviewed in the wards, the surroundings were helpful in relating the 
questions with their perceptions, and assisted them in explaining better their 
experience. This was because interviews were conducted when they consumed their 
meals. However, travelling to the specific place (hospital) to conduct interviews with
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the respondents was costly and time consuming as mentioned by Silverman (2010). 
One of the proposed method - using photos of hospital food as a stimulus during the 
semi-structured intemiew was not administered due to disapproval from the 
hospitals’ management. In future studies, it is hoped that photos can be used to assist 
patients to be expressive about their eating experiences.
Regardless of the limitations, the semi-structured interviews with the concept of 
face-to-face allowed exploration of various aspects pertaining to administration of 
the hospital. This was done by preparing a set of themes conceptualised from 
literature and telephone interview, yet new questions were added in interviews when 
needed. There were five main themes; food, role o f staff foodservice system, 
patients’ background and hospital environment. Interactions between the five 
elements were predicted to affect patients’ eating experience, specifically their food 
preferences and consumption. Reasoning for each element is discussed separately 
below;
❖ Food
The element ‘food’ covered aspects such as presentation, temperature and 
freshness of food. These elements were regarded as driving factors in 
persuading patients to consume hospital food, proved by various research 
carried out on hospital food studies (Hartwell et al., 2006; Cardello et al., 
1996), hence was included in this study.
❖ Role of Staff
Hospital staff (nurses, doctors, foodservice managers and dieticians) are 
involved in food provision directly or indirectly. Their attitude and practices 
towards patients regarded as factors that could affect patients’ food 
consumption, therefore included in the study.
❖ Foodservice System
Aspects related to foodservice system including catering system (in-house or
outsourced), food preparation (centralised, decentralised), serving time, 
ordering, availability of the menu were some of the aspects which affected 
patients’ food perception and consumption of hospital food (Hartwell and
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Edwards, 2003). These aspects were critically identified from literature and 
were investigated in this study. Through study one, it was known that patients 
were aware of aspects such as catering system, food preparation, serving 
time, but they did not know that they could order and there is a menu to 
choose from.
❖ Environment
From previous studies, it was known that aspects such as sound and smell, 
and dining area affected patients’ eating experience (Engelund et al., 2007; 
Kondrup. 2001). Whether environment affects patients’ eating experience in 
Malaysian hospitals was practically unknown, therefore it was included in the 
study.
❖ Patients’ Background
Patients’ beliefs, which are based on their background (demographic, culture,
socio-economic factors) could explain their attitude and behaviour during 
hospitalisation, especially when they make food choices. Data related to their 
background was important because it allowed a better understanding of 
hospital food acceptance.
3.5,2.2 Semi-structured Interview Process
Semi-structured interview was the main method of data collection method used in 
study one. A total of 18 patients, 12 from 3rd class wards and 6 from 2nd class wards 
were recruited. One of the reasons for selecting a particular number of patients was 
based on the ‘data saturation’ concept. Although the number of patients was outlined 
before data collection, interviews were stopped once there was no new information 
heard or seen. As for staff, numbers were estimated according to availability of staff 
in the hospitals during data collection. A total of 20 staff were interviewed, which 
included 6 nurses, 6 foodservice managers, 3 dieticians, 3 doctors and 2 Ministry 
staff (Head of Dietetics and Foodservice and Deputy Dietetics and Foodservice). 
Various groups of staff were included in study one to provide some insights that are 
specific to their role and noticeable from their viewpoint only.
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The interviews varied from 30-40 minutes each, but the interview with the Head of 
Foodservice and Dietetic and the Deputy was longer (almost 2 hours). Interviews 
were conducted mainly in Malay (the national language of Malaysia), although other 
languages such as English and Tamil (languages widely spoken in Malaysia) were 
also used in conveying their answers. The interview prompts were therefore prepared 
in English, Malay and Tamil to assist the interview session. In conducting the 
interviews, the researcher was fluent in these languages, therefore, there was no 
language barriers. Open-ended questions were used to allow patients to describe and 
explain their views.
The Head nurses of each hospital were assigned by the hospital to choose 
appropriate patients to participate in the study according to the inclusion and 
exclusion list provided by the researcher earlier. Patients were interviewed in the 
ward during their leisure time, as it was suggested that patients would convey their 
experiences best at a particular time when is still ‘fresh’ in their mind, and without 
interfering with their engagements.
As for staff, the hospital administrator helped in identifying those who were 
available and willing to participate. As there was only one foodservice manager and 
one Dietician in each hospital, they were not randomly selected. They were the only 
key people who could provide the information needed. In smaller or rural hospitals, 
there was no job position for Dieticians as the foodservice managers were expected 
to carry out Dietician’s duties, therefore, the number of Dieticians who participated 
in study one as a whole was limited. The Head of Foodservice and Dietetics was 
contacted via email and telephone to obtain a suitable date and time to conduct the 
interview. In the interview sessions, the Deputy of Foodservice and Dietetics was 
also present upon request from the Head of Foodservice and Dietetics to assist. 
Before conducting the interviews, an introduction of the study was provided and a 
consent form was requested to be completed with assurance of the confidentially of 
the conversations.
There were three different types of the interview protocol prepared in conducting the 
interviews, mainly a protocol for patients, staff (foodservice managers, Dieticians, 
nurses, doctors) another for the Head of Foodservice and Dietetics. The patients’
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interview protocol mainly focuses on aspects such as their background information, 
food aspects (e.g. temperature, presentation), foodservice system (e.g. menu, 
outsourced/in-house catering system), role of staff (e.g. assistance, empathy) and 
environment (e.g. ambiance, class system). As for staff, the interview protocol 
focuses on their role in food provision, their perception of service provision, 
authority, meal service routines, catering operations and procedures. The interview 
protocol for the Head of Foodservice and Dietetics was similar to the staff protocol, 
but there were some aspects included, such as policy issues and administration of 
overall foodservice system in Malaysian public hospitals. All interview protocols 
were developed based on the literature and information gathered by the telephone 
interview.
3.5.3 Observation
3.5.3.1 Observation Method
Observation is a method used to discover the meanings that people attach to their 
actions, especially in a real-world situation (Saunders et al., 2009). By using the 
observation method, findings were valid because the researcher is able to collect a 
depth of information about a particular behaviour (Saunders et al., 2009). 
Observation was useful in understanding patients’ food consumption behaviour, 
particularly the amount of hospital food eaten and wasted, and selecting outside food 
over hospital food. Observing patients without obstructing their routine was not only 
carried out in a descriptive manner, but also as an evaluation to back up and interpret 
aspects that were discussed with the patients during the interview sessions (e.g. 
amount of food eaten and wasted, type of food wasted the most).
One of the limitations of the observation was it is only reflective of a unique 
population, and therefore, cannot be generalised to others. This aspect is not a major 
concern in this study, as the objective of the study was not to generalise the findings. 
It was also clearly understood that the findings are unique to the Malaysian 
population. Ideally, observation should have been carried out before the interview. 
However, it was carried out after the semi-structured interviews due to time 
constraints, and it was uncertain whether particular patients would participate in the 
study until the actual interview was conducted.
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3.5.3.1 Observation Process
As mentioned before, observation was used to understand patients’ food 
consumption behaviour - amount of hospital food wasted and eaten, and choice of 
outside food over hospital food among patients, with their permission. Only patients 
who participated in the semi-structured interview were included in the study. Each 
patient interviewed was observed during two meal times, either breakfast and lunch 
or lunch and dinner. The amount of food consumed was recorded according to the 
'visual plate waste' method, where amount eaten was recorded as all eaten, 3/4 
eaten, 1/2 eaten, 1/4 eaten or none eaten. Besides, observations on whether patients 
consumed outside food were also conducted. The observation results are presented in 
the results Chapter 4.
3.5.4 Pilot Study
According to Polit et al., (2004), a pilot study is defined as a feasibility study, which 
is small in scale or a trial run carried out as a preparation for a larger study. One of 
the main reasons for carrying out pilot study for study one as well as study two are, it 
allowed pre-test of the research protocol, established whether the research protocols 
are suitable, and determines whether it was efficient in conducting the study. Pilot 
study was also referred as the most suitable method to identify potential problem in 
research procedures (Teijlingen, & Hundley, 2001). However, a limitation such as 
making inaccurate predictions or assumptions based on the pilot study was 
sometimes unavoidable (Polit et al., 2004). Common problem in conducting a pilot 
study was the availability of resource, sample (patients and staff) and time to carry 
out the study.
In a qualitative pilot study (interviewing method), whether a pilot study is necessary 
is often debated (Polit et al., 2004). This is because in qualitative research, data 
collection was often progressive, whereby the subsequent interview in a series 
should be ‘better’ than the previous one. As the interviewer may have gained insight 
from previous interviews which are used to improve interview schedules in specific 
questions (Teijlingen, & Hundley, 2001). Nevertheless, conducting a pilot study in 
qualitative research was important, as it helped the researcher to focus the data 
collection on a narrower spectrum.
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However, a pilot study was only conducted for the semi-structured interviews, as it 
was the main data collection method. The semi-structured interview, piloting was 
required to ensure the prompts served the purpose and did not lead to any 
misconceptions and misinterpretations. As for a telephone interview and observation, 
piloting was not carried out due to practicality issue. Nevertheless, the prompts 
prepared were checked few times prior to data collection. The pilot study was carried 
out with only one patient, a week before the interview sessions were started in one of 
the hospitals included in the study. The interview resulted in the identification of 
words and sentences that were unclear, and it was recognised that extra prompts 
were needed.
As for the pilot study for staff (foodservice managers, Dieticians, doctors and 
nurses), this was conducted with one nurse, a week before the actual data collection 
and lasted approximately 35 minutes, in one of the hospitals participated in the 
study. There were minor amendments - usage of specific words to improve 
understanding of the meanings of the questions. Initially, there was some confusion 
when the questions were translated from English to Malay, and aspects such as, 
desired changes in the provision of food, authority and role of nurses in food 
ordering and delivery were added.
As for both sets of the pilot study (patients and staff), the main challenges were 
translating the questions that were initially prepared in English to Malay (national 
language in Malaysia), as almost all participants preferred to be interviewed in 
‘Malay’. They claimed that questions were better understood in ‘Malay’ and 
communicated better when the conversation was in ‘Malay’. The most difficult task 
was to maintain the meaning of questions when translated from English to Malay. In 
the pilot study for patients, additional questions especially questions relating changes 
expected and culture of bringing outside food were included. This was because 
patients interviewed were relating the answers to aspects such as culture. Questions 
related to menu rotation and food transportation were excluded from patients’ 
interview prompt as the questions were not relevant to them, and was more 
appropriate to be addressed by staff due to their familiarity with the aspects.
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3.5.5 Ethical Approval
Obtaining any data usually depends on the process of gaining access to an 
appropriate source (Saunders et al., 2009). Gaining physical entry can be difficult if 
the research does not satisfy the requirements outlined, hence a well drafted proposal 
must be prepared in conducting the study. In this study, approval from the university 
was optional but ethical approval from the National Medical Research Board, 
Ministry of Health, 3 State Health Departments and each hospital that participated 
were mandatory. Obtaining ethical approval was not a straightforward process, as 
there was a hierarchy to be followed in obtaining approval from each organization 
mentioned.
The study had to be first registered with the National Medical Research Board and 
approval had to be obtained before the hospitals were contacted. Then, permission 
letters were sent to each hospital (6 hospitals in total), asking for access to conduct 
the study, addressed to the Hospital Directors. Once permission was granted by the 
Directors, the approval letters were then submitted to the State Health Departments 
for further approval at the state level. Subsequently, ethical approval from the 
Ministry of Health was also obtained. During data collection, approval from each 
organisation (National Medical Research Board, State Health Department and each 
Hospital) had to be presented to gain access to the hospitals. A substantial amount of 
time (approximately 4 months were spent in obtaining ethical approval, due to the 
hierarchy system of obtaining approvals. As a way of conducting the research 
ethically, names and other background information about participants were not 
revealed, all were anonymous, and information gathered was treated with strict 
confidentiality.
3.6 Data Analysis
Data analysis for study one governs the qualitative data analysis method. Therefore, 
the analysis involved analysing text data in a way that meaningful conclusions are 
derived from the data collection. According to Mason (2002), there are three 
possible approaches that can be used in analysing qualitative data, mainly;
❖ Literal (analysis process that focuses on the particular language or 
grammatical structure)
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❖ Interpretive (making sense of research participants’ accounts, interpret the 
meaning)
❖ Reflexive (focuses on the researcher and researchers’ contribution to the data 
creation and analysis process)
In this study, the ‘interpretive’ approach best suited the research objectives, as it 
attempts to interpret the meanings. Content analysis was incorporated because the 
data analysis method and the NVivoS software was used to organise, explore, 
integrate and finally interpret the data. The reasoning behind using both content 
analysis and the NVivoS software is discussed in section 3.6.1 and 3.6.2.
3.6.1 Data Management
Overall data administration, from transcribing the audio files to deriving at results 
were carried out using the CAQDAS (computer-aided qualitative data analysis 
software), particularly the NVivoS software. It was decided that it would be 
necessary to use CAQDAS as not only data analysis must be efficient, but also 
overall data management should be managed well, as mentioned by Flick (2006). 
The NVivoS software was selected mainly because it was relatively straightforward 
to use, and it was possible to import documents directly from a word processing 
package to NVivoS. Another advantage was, the coding of strips were made visible 
in the margin so that the researcher can see, at a glance, which codes have been used 
and where, hence it was possible to write memos about particular aspects of 
documents and link them to relevant pieces of text in different documents (Flick, 
2006), making it the ideal software to be used.
Before the data were actually analysed, the audio format data was usually transcribed 
to word format, translated if necessary and then start on the analysis process such as 
categorising, ‘unitising, recognising relationship and developing the categories, and 
developing and testing theories to reach conclusion (Saunders et al., 2009). In study 
one, data were transcribed, which was considerably time consuming and tasking. 
Then, the transcripts were checked for any transcribing errors (data cleansing). The 
data were checked again for grammatical error and also use of language, as spoken 
and written language can be quite different (Mason, 2002). Once this was done, the
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interviews were translated to English before continuing with the analysis process 
using content analysis.
Data analysis was carried out by grouping relevant information using the six 
different groups (patients, foodservice managers, Dieticians, nurses, doctors, and the 
Head of Foodservice and Dietetics and Deputy). After the initial coding was 
completed, the results were further analysed and classified and reduced to smaller 
emerging themes. It was possible to identify a wealth of interesting themes, as the 
inductive research approach allowed themes to be identified. The main themes were 
meaning offood, familiarity offood, food as a motivational factor for consumption, 
rights to choose, feeling cared for by staff and eating environment. These themes 
were identified when analysing the interviews.
3.6.2 Content Analysis
Content analysis is defined as the method of analysis which incorporates a 
systematic and objective approach (Neuendorf, 2002). It is also a method that uses a 
set of procedures to make valid inferences from text (Weber, 1990). According to 
Weber (1990), data analysis using content analysis had advantages compared to 
other data-generating and analysis techniques. It operated directly on text or 
transcripts of human communications, can be used on both qualitative and 
quantitative operations on texts, and usually yields unobtrusive measures in which 
neither the sender nor the receiver of the message is aware that it is being analysed.
It is also a very convenient and suitable method to reduce large masses of text, as the 
structured data analysis procedure facilitates data analysis. However, researchers 
have to be cautious when using content analysis, as it is not only extremely time 
consuming, but some claim it also attempts too liberally to draw meaningful 
interpretation about relationships (Wilkinson, 2004). Researchers are warned about 
making a conclusion, as usually a substantial amount of qualitative data is needed to 
draw conclusion (Flick, 2006). Content analysis was also selected because it was 
regarded as the best possible tool in analysing attitudinal and behavioural responses 
(Neuendorf, 2002). It also provided a subjective viewpoint, which matched the
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objectives of the study, to understand patients’ and staffs perception on hospital 
food subjectively.
3.7 Role of the Researcher
The role of the researcher both during data collection and data analysis is crucial, 
especially in qualitative research (Bryman and Cassell, 2006). In this study, the role 
of the researcher was particularly important because different languages were used 
by the participants and there was a need to ensure the meaning of their opinion and 
views were not interpreted wrongly. Analysing the interview transcript more than 
once, allowing someone else to read the transcript, and allowing professionals to 
help with translation ensured results were more reliable and valid.
3.7.1 Role of the Researcher in Data Collection
In this part, the role of the researcher during data collection and data analysis are 
discussed. The steps taken are explained to provide adequate information, as data 
collection was conducted in different languages (Malay, English and Tamil) 
according to patients’ preferences. Researcher’s role in conducting observation was 
also regarded as important, as the process involved taking notes of patients’ actual 
food consumption and later comparing with their perceptions of hospital food (as 
indicated in the interview sessions). Explaining the steps taken by the researcher also 
provided information about the measures taken to ensure reliability and validity of 
the research.
Before data collection, interview protocols in different languages were prepared - 
Malay, English and Tamil. These languages are widely spoken in Malaysia and the 
researcher was proficient in the languages. The interview protocols were also sent to 
the ‘The Translation Institute of Malaysia’ to check the protocols, which ensured the 
meanings of the questions were the same when translated into different languages 
other than English. Among patients, a total of 14 interviews sessions were conducted 
in Malay, 3 in English and 1 in Tamil. A total of 12 staff were interviewed in Malay 
and 8 staff in English. However, there was a trend whereby both patients and staff 
often used a mixture of both Malay and English language during the interview 
sessions. Malay language was particularly used when they had to explain certain 
food or conditions in specific.
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As for the observation process, only patients who were interviewed were included in 
the observation. It was not possible to conduct the observation before the interview 
sessions, as it was not certain whether the particular patient will participate in the 
interview. The researcher was present during meal times - breakfast, lunch and 
dinner to observe overall food consumption and plate wastage. Each patient was 
observed twice - either at breakfast and lunch or lunch and dinner.
3.7.2 Role of the Researcher in Data Analysis
Interview transcripts which were in Malay and Tamil languages were later translated 
to English. Upon translating, the transcripts were checked and compared many times 
by the researcher to ensure the translations were accurate. Later, the transcripts were 
again sent to the ‘Translation Institute of Malaysia’ to ensure translations were 
conducted correctly. This process was carried out by two staff at the Institute, who 
took approximately 2 weeks to complete the task and provide feedback. Corrections 
were made before further analysis such as coding and interpretation of the data were 
carried out. Allowing language professionals to proof-read both the interview 
protocols and transcripts ensured that minimum mistakes were made in interpreting 
respondents’ perceptions and viewpoints, which was crucial and valuable for this 
study.
Observation records were analysed together with the interview transcript of a 
particular patient, which provided indication and better understanding of their 
preferences and food consumption decisions. For example, patients who were 
expressed their dissatisfaction of breakfast serving time were observed to skip the 
meal and consume food brought by their family members.
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3.8 Reliability and Validity
Both reliability and validity are important factors considered in reducing the 
possibility of getting the answers wrong (Saunders et ah, 2009). Understanding the 
definition of both concepts is fundamental before establishing the importance of 
incorporating these concepts in a research. Researchers pointed out that both 
reliability and validity should be included in qualitative research while designing the 
study, analysing the results and judging the quality of study (Patton, 2002; Flick, 
2006). In this study, each methodological stage was scrutinized and cautiously 
carried out to address the reliability and validity issues.
3.8.1 Reliability
Reliability is defined as the extent of which results are consistent over time and an 
accurate representation of the total population studied, and if the results of a study 
can be reproduced under similar methodology, then the research instrument is 
considered to be reliable (Joppe, 2000). Reliability is a concept that is well 
associated with quantitative research and its usefulness in qualitative research is 
often questioned. This is because, standardized methods or instruments are designed 
to measure the same thing - to check the reliability of the results achieved, but in 
qualitative research, the feasibility of such standardization fails to address the nature 
of qualitative research, which is less standardized or unstructured (Mason, 2002).
In other words, qualitative research focuses on ‘quality’ element, with a purpose of 
‘generating understanding’; unlike quantitative research that aims to “explain”, 
concluding that the concept of reliability in qualitative research can be misleading 
(Stenbecka, 2001). If qualitative research encompasses the reliability concept, then it 
may not be a good study (Mason, 2002). Qualitative researchers suggest different 
criteria to judge the quality of research. Hence, other terms were used to judge the 
reliability of research in a qualitative context - credibility, transferability, 
dependability and conformability. Further explanation of each term and 
incorporation in the study is shown in Table 3.5. All the terms were analysed, 
checked if each aspect corresponded and later incorporated in the study.
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3.8.2 Validity
Validity is concerned with whether the findings are really about what they appear to 
be about (Saunders et ah, 2009). In qualitative research, the concept of validity has 
been described using various terms (Golafshani, 2003). One of the important aspects 
of validity was ‘generalizability’, where findings could be used to make a 
generalisation about the entire population. Under certain circumstances such as when 
a qualitative approach is used in data collection, findings could not be generalised. 
Findings are unique to the context of the particular research and are based on a small 
number of participants, and therefore could not be generalised. However, including 
the validity aspect in the research allowed claims that have a wider theoretical 
resonance, which do not necessarily have to be based on the representativeness of a 
large sample size (Mason, 2002).
In this study, validity of research was considered as an important factor because it 
ensured the research was indeed carried out in a manner to produce valid findings. 
As a way to ensure validity of the research, elements and concepts employed in the 
study were determined. The literature review gave the emerging issues to be 
addressed. In addition, a variety of participants from each group - patients and staff 
were included in the research to establish substantial evidence, and whether 
information differed according to their role in the hospital was established. Data 
interpretation was another aspect that was carried out with extreme cautious, as it is 
crucial to structure the analysis in a way to arrive at valid results.
3.10 Summary
This chapter examined various methodological aspects crucial in designing study 
one. By exploring the philosophical aspect, the practicalities of the research 
strategies were constituted with intensive consideration before methods were 
considered to be included in the study. This was followed by justification of the 
study design and research methods used to understand the patient’s perception and 
consumption of hospitals food. Following that, approaches adopted in data collection 
and data analysis were explained. Lastly, the limitations and strengths of study one 
were reviewed. In the next chapters, the results of study one are presented, and the 
rationale for study two are discussed.
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Table 3.5 Terms of Reliability
Terms of 
reliability
Definition and Usage Incorporation in Study One
Credibility Involves establishing that the results oi 
qualitative research are credible or believable 
from the perspective o f the participant in the 
research.
Since from this perspective, the purpose ol 
qualitative research is to describe or 
understand the phenomena o f interest from the 
participant's eyes, the participants are the only 
ones who can legitimately judge the 
credibility o f the results.
Only patients who were engaged 
with hospital food provision were 
included.
Patients who were discharged, 
those who are not hospitalised or 
those who were not served food 
while in the hospital were not 
included in the study.
It was perceived that patients who 
were hospitalised at the present 
time would provide better 
information as their experience is 
still on-going and still fresh in 
their mind.
Staff who were included in the 
research were those who were on 
duty during data collection.
Transferability Refers to the degree to which the results of 
qualitative research can be generalised or 
transferred to other contexts or settings.
From a qualitative perspective transferability 
is primarily the responsibility o f the one doing 
the generalising.
The qualitative researcher can enhance 
transferability by doing a thorough job of 
describing the research context and 
assumptions that were central to the research.
Various aspects related research 
context such has type o f patients 
recruited, position and 
responsibilities o f staff recruited, 
location where research was 
conducted, and differences in 
catering system was explained 
throughout the research to 
maintain the transferability.
Dependability The idea o f dependability emphasises the need 
for the researcher to account for the ever- 
changing context within which research 
occurs.
The researcher is responsible for describing 
the changes that occur in the setting and how 
these changes affected the way the research 
approached the study.
Changes or differences identified 
in study one will be further 
explored to understand patients’ 
emotional experience (in study 
two).
Conflrmability Conflrmability refers to the degree to which 
the results could be confirmed or corroborated 
by others.
The researcher can document the procedures 
for checking and rechecking the data 
throughout the study.
The researcher can actively search for and 
describe and negative instances that contradict 
prior observations.
And, after the study, one can conduct a data 
audit that examines the data collection and 
analysis procedures and makes judgments 
about the potential for bias or distortion.
Each course o f action was always 
checked more than once and the 
steps taken were documented
Suitable method to obtain the data 
was identified and various group 
of participants was included to get 
a clearer picture o f the situation 
and happenings in the hospitals.
Pre-test and pilot studies to 
confirm the procedure o f data 
collection was also carried out to 
ensure reliability o f the data
(Adapted from Trachoma and Donnelly, 2007)
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Chapter 4: Findings and Discussion I (Study 
One)
4.1 Introduction
In this chapter, findings of study one are presented in two parts;
❖ Part One:
Information pertaining to various aspects related to operation of foodservice 
in Malaysian public hospitals is explained in detail as a context to the later 
discussion. The researcher’s observations and interviews were the sources of 
data used in establishing the narrative descriptions of the fundamentals of 
hospital foodservice. Information presented in this chapter was expected from 
literature review, but due to limited publication, it was not possible. 
Understanding the key principles of management and administration of 
foodservice will help in understanding patients’ and staff perceptions.
❖ Part Two:
Findings of the semi-structured interviews and observations conducted with 
both patients and staff were analysed and presented according to different 
themes emerged. Various steps as part of the content analysis method was 
conducted, and the findings presented were derived from the analysis 
conducted.
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Part One
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4.2 Hospital Foodservice in Malaysia
There were three types of hospitals in Malaysia, mainly government (n=135), private 
(n=l 12) and university teaching hospitals (n=3) (Ministry of Health, 2010). 
Originally, there were only public hospitals in Malaysia, however as the country’s 
economy grew, there were opportunities for private institutions to establish private 
hospitals. In this study, public hospitals were focused as they constitute as the 
majority provider of healthcare. Public hospitals were subsidized by the government, 
whereby charges are based on a class system and minimal. However, private 
hospitals charged patients, which were usually much higher compared to public 
hospitals.
The foodservice department in each hospital was referred as the ‘Foodservice and 
Dietetics Department’. This department was responsible of two main aspects; 
clinical dietetic and foodservice (shown in Figure 4.1). The Dietetic element of the 
department provided service to both outpatients and inpatients that have been 
referred to dieticians by doctors. Inpatient service included provision of medical and 
nutrition therapy (MNT), enteral nutrition support and dietetic counselling for 
patients in the wards. The foodservice unit was responsible of preparing food and 
delivering it to the patients according to the class system (1st, 2nd and 3rd class). 
Operation of the department starts at 6 a.m. and ends at 6 p.m. every day. The type 
of diets offered includes normal and therapeutic diet. Mothers who accompanied 
their children in the wards were served 3rd class meals (Mother Accompany Child 
Meals), as a complementary. Babies who were bom to HIV positive parents were 
provided with formula milk from birth until the child is 6 months old with Dietetic 
counselling. The foodservice unit is also responsible for providing 1st class meals for 
doctors on call.
Whether the hospital was situated in rural or urban area determined the scale of 
catering operated. In rural areas, hospitals were relatively smaller, accommodated 
less than 100 patients, with an average, hospitals catering for 50 patients. Urban 
hospitals accommodate up to 1000 patients. In contrast to rural hospitals which used 
decentralised plating system, centralised plating system was used in urban hospitals, 
which was outsourced to catering company. In addition, patient’s background
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between rural and urban area varied, especially in terms of socio-economic which 
could affect how the food provision process is conceptualised and managed.
Figure 4.1 Foodservice and Dietetics Departments’ Organisation
Hospital Director ]
Deputy Hospital 
Director
Head of Foodservice
a # # # # # # # #
finical Dleten
Dietician
Foodservice ] 
Manager ?
— rzz
Assistant Cooks
4.3 Food Provision Policy (Class System)
Healthcare policy was a major priority and was closely dictated by the government 
after independence from Britain in 1957 (Chee and Barrachough, 2009). Healthcare 
policy presented as being inseparable from the imperatives of national development 
(Chee and Barrachough, 2009). Before the Independence in 1957, public hospitals in 
urban area charged a nominal charge, which was waived under a variety of 
conditions and there was no charges for patients in rural area and civil servants 
(Chee and Barrachough, 2009), which is still the practice. Provision and
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administration of hospital food were changed when the ‘Fees Act’ (1951/1982) was 
introduced (included treatment and ward charges according to a class system).
The class system was established as part of the Medical and Hospital Enactment 
1957, and is still in use today. According to the class system, patients are charged for 
services according to their classes - 1st, 2nd or 3rd, whereby 1st class patients pay 
the highest and 3rd class patients pay the least and the services provided differed 
accordingly. Not only there were difference in the types of food served, but overall 
administration of foodservice was governed by the class system, differentiating the 
service through the quality and type of food. Even the kitchens are divided into three 
(1st class, 2nd class and 3rd class) preparation areas.
Psychologically, such practices could affect patients’ emotional well-being, but 
unknown due to lack of research. Differences in food provision according to classes 
are an aspect that has not been explored, mainly because administration of class 
system was unique to the context of Malaysian public hospitals. The government 
subsidised foodservice to patients, but differences in the amount subsidised 
according to class was something different. It is generally expected that when 
patients are admitted in a public hospital, the best possible service was provided 
equally for all. However, administration of class system worked oppositely the 
principles of equality, hence might have profound impact on patients’ perception and 
attitude towards food consumption.
4.4 Catering System
From administration of the first hospital in Malaysia in 1920 until 1997, all public 
hospitals in Malaysia had their own ‘in-house’ foodservice department, completely 
managed by government staff. A comparison between ‘in-house’ and ‘outsourced’ 
catering system is shown in Table 4.1. Currently, the ‘in-house’ catering system is 
only administrated in rural and small hospitals and the government is in the process 
of changing the catering system from ‘in-house’ to ‘"outsourced’. The decision to 
contract out the catering was provoked by lack of manpower. The only alternative 
the government had was to outsource the service to catering companies, where the 
company brought in their own manpower and prepared food in the hospital premises
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using facilities provided by the government. This was also regarded as cost efficient 
when the plan to outsource was drafted, but the current Head of Foodservice and 
Dietetics believes that ‘in-house' catering system is far more cost efficient and easier 
to manage compared to ‘outsourced’. This was supported by staff and patients in 
study one, but for other reasons (e.g. taste and temperature).
Table 4.1: Comparison between ‘In-House’ and ‘Outsourced’ Catering System
In-House Outsourced
Type of hospital Rural Urban
Size of hospital Small Large
Number of patients served 50 Up to 1000
Department Structure One foodservice manager, two 
cooks, and one assistant cook
One foodservice manager 
overseas the operation by 
staff (20-30) from 
outsourced catering 
company
Number of Staff 4-5 20-30
Staff Qualification O-level or relevant experience Certificate or Diploma in 
food preparation
Staff Responsibilities Each staff had to multitask;
- prepare food
- cook
- assemble food on trays,
- wash up
- deliver the food to wards
For each task, there were 
specific number of staff to 
carry out the same task as in 
‘in-house’ hospitals
Plating System Decentralised Centralised
Cooking method Similar to home cooking Mass catering
Food Ordering Manually -  orders sent twice a 
day
Intranet -  paperless system, 
orders sent twice a day
Food Delivery By nurse or attendants By kitchen staff/ porters
Menu Planning By foodservice manager due to 
lack of Dieticians
By Dieticians
4.4.16In-House’ Catering System
Unlike staff in ‘outsourced’ hospitals, the number of staff in ‘in-house’ was 
considered as too few, often overworked and underpaid. Qualifications of the staff 
employed were much lower in ‘in-house’ hospitals compared to ‘outsourced’, 
therefore, the Head of Foodservice and Dietetics preferred to employ staff who have 
proper qualifications, suitable for position applied and want staff who know the job 
very well.
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Cooking methods were less sophisticated in ‘in-house’ hospitals, similar to food 
preparation at home. Facilities for preparing food in the kitchen were limited, such as 
coloured chopping board, combi-oven for steaming and grilling and juicers were 
unavailable. More allocations were needed to upgrade facilities in the kitchen, as 
well as to change the worn out and unattractive crockery such as trays, bowls and 
plates. Due to the size of the hospital, ‘in-house’ hospitals do not have dieticians, and 
when patients required dietetic advice, foodservice managers referred them to 
dieticians in other hospital or to the visiting Dietician. Food, in bulk was transported 
to the wards, and plated in the wards by nurses due to lack of manpower. This 
manner of distributing food, from plating to serving was known as decentralised 
system (shown in Figure 4.2).
Figure 4.2 Food Distribution Process in Decentralised Hospitals______________
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from 
kitchen to  
w ants 
in big 
containers
Food plated 
nurses in the 
ward
A
Food placed on 
trolley 
(ready to  be served)
4.4.2 ‘Outsourced’ Catering System
The decision to outsource hospital catering was mainly due to a lack of manpower in 
newly opened hospitals. Therefore, the first hospital was outsourced in 1997, as an 
immediate solution to the problem at the time. Since then, 8 hospitals have been 
tendered to private caterers for not only because of lack of manpower, but also due
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to efficiency in delivering the service. Currently, only one company (BESTA) had 
secured the tenders for all 8 hospitals, due to lack of catering companies in Malaysia. 
This indicated lack of choice to provide the best possible foodservice to the public.
Staff were employed based on both academic and cooking skills, where the 
minimum qualification was a Certificate or Diploma in food preparation or other 
related field, with some working experience. The catering company employed a 
minimum of 20 to 30 staff to work in the kitchen, including a dietician (in charge of 
menu planning). Each staff member has their own responsibilities and task to 
undertake. There are also government staff. Dietician and foodservice manager, who 
supervised the food preparation and assessed the quality of food upon serving. The 
catering company and government’s Dieticians worked together in planning the 
menus.
Kitchens were well equipped with various facilities. The government provided space 
and necessary facilities to allow the catering company to deliver their service 
efficiently. Interviewed hospital officials indicated that more budgets was allocated 
to ‘outsourced’ hospitals, mainly to upgrade the facilities in the kitchen as well as to 
provide new crockery (e.g. trays, bowls and plates that withstand heat). In addition, 
the government also spends more per meal compared to ‘in-house’, as the catering 
company charged for food preparation as a service.
Ordering food was carried out using a paperless system, where the intranet was used 
to send the orders. Use of the intranet allowed the kitchen to take late orders, even 
1/2 hour before the kitchen was closed, and there was adequate manpower to prepare 
meals on short notice. When hospitals are outsourced, meals were plated in the 
kitchen (centralised), shown in Figure 4.3. The task of delivering food to patients 
was delegated to kitchen staff (porters) in heated trolleys. The process of distribution 
in a centralised kitchen is shown in Figure 4.3.
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figure 4.3 Food Distribution Process in Centralised Hospitals
F o o d  p l a t e d  
i n  t h e  
k i t c h e n
4.5 Foodservice Process
Some major differences in food provision for patients were identified, and somewhat 
unique to the Malaysian public hospitals. The difference was influenced by various 
factors such as the class system, catering system used (‘in-house’ or ‘outsourced’) 
and geographical location of the hospitals.
4.5.1 Food Choice and Menu
To date, patients do not know what food will be served to them before the actual 
meal time, as patients are not given menus. Recently the Ministry of Health decided 
to provide some kind of choice - allowing patients to choose either ‘spicy’, ‘non 
spicy’ or ‘vegetarian’ options, but patients will not know the actual meal until it was 
delivered. In Figure 4.4, examples of meals served in one of the hospitals 
participated in the study is shown. Absence of food choice makes it easier for the 
kitchen staff to prepare, but food served may not be what patients want to eat. From 
Figure 4.4, it is evident that there is only one choice and limited variety available for 
patients. This information probed the researcher to investigate the impact of lack of 
variety and absence of menu to choose their own meals both on food intake and 
emotional well-being.
99
Chapter 4: Findings and Discussion I  (Study One)
Figure 4.4 Example of Meals Served
B r e a k f a s t
2 slices of white bread with butter and jam. Drinks: hot 
chocolate drink or milk tea
L u n c h
One bowl of white rice, stir-fried vegetable (pak-choy), fish curry 
- mackerel, a piece of watermelon
E v e n i n g  t e a
Fried noodles with vegetables and chicken, plain water
;3L
'  '
4.5.2 Number of Meals
Recently (in 2009) the government decided to reduce the number of meals, from 6 to 
4 meals a day. Most hospitals are in the process of changing the number of meals. 
The changes in number of meals are presented in Table 4.2.
Table 4.2 Changes in Number of Meals
No of meals
Before 2009
Breakfast Breakfast
Morning Tea -
Lunch Lunch
Evening Tea -
Dinner Dinner
Supper -
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The changes were introduced to reduce the cost, and it was assumed that patients 
were wasting a lot since too many meals were provided. However, foodservice 
managers felt the decision to reduce number of meals was not practical, as most 
patients, especially in rural areas depended solely on hospital food. Patients 
expressed their dissatisfaction on changes imposed, hence this aspect was regarded 
as important and affects patients’ food intake.
4.5.3 Serving Time
Serving time differed according to classes in some hospitals, but in most hospitals 
food was served concurrently to all classes. In Table 4.3, serving time according to 
different classes is presented. The decision to deliver according to class or 
concurrently is based on number of staff available to deliver the meals.
Table 4.3 Serving Time according to Class System
Meals 2nd and 3rd class
Breakfast 7.30 morning 7.30 morning
Lunch 11.30 morning 12.00 noon
Evening tea 2.30 afternoon 2.30 afternoon
Dinner 5.15 evening 5.45 evening
4.5.4 Type of Meals
A standard hospital menu was provided, which included normal diet, vegetarian and 
children’s diet. These diets were planned with references to the ‘Recommended 
Nutrient Intakes for Malaysia 2005’, Diet Manual for Malaysia 1999, List of Diet 
Changes, Manual of Food Groups and portion size (fixed by the Ministry of Health, 
Malaysia). The ‘normal diet’ is described as a balanced diet, for patients who do not 
need nutrient modification. There are 3 types of vegetarian meals served;
• Vegan (food sourced only from plants)
• Lacto-vegetarian (food sources from plants, milk and milk produce)
• Lacto-ovo-vegetarian (food sources from plant, milk, milk produce and eggs)
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The ‘children’s diet’ was similar to adult’s meals, but differed in terms of quantity. 
In addition, there were therapeutic diets, where modification was carried out on 
specific nutrients to treat certain conditions or diseases. It included increasing or 
reducing one or more macronutrients, such as protein, carbohydrate, fat and 
micronutrients such as vitamins and minerals. Therapeutic diets were created to 
provide nutrient modified diets. Below is a list of diets therapeutic diets provided in 
the hospitals;
• Bland diet
• Calorie modified diet
• Protein modified diet
• Fat modified diet
• Low cholesterol diet
• Micronutrient modified diet
• Diagnostic test diet
• Miscellaneous diet
Although there were various types of diets, in this study patients who were on 
normal diet were recruited to study the impact of a normal diet on consumption 
without the influences of diet modifications.
4.5.5 Ingredients Used
Ingredients used for cooking in the hospitals were ordered on the same day and for 
breakfast, to maintain the freshness of food served. Ingredients, especially type of 
vegetables and fish are fixed to maintain a constant flow of stock, not affected by 
seasonality. However, quality of ingredients used differed according to classes, 
where more expensive fish and vegetables were served for 1st class patients 
compared to other classes, mainly because they paid more. Ingredients used in 
cooking were considered as healthy (minimum use of oil, salt and sugar, and no 
flavouring or colouring). Food was grilling or steaming, avoiding frying as much as 
possible, given that suitable facilities for such preparation was available. As 
mentioned before, facilities such as for steaming and grilling was not available in the 
‘in-house’ hospitals. Differences in the types of ingredients used affected patients’ 
satisfaction with food consumption and how they felt during their meal times.
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4.6 Foodservice Operation in Hospitals Participating in the 
Study
There were some similarities and differences in the operation of foodservice among 
the six hospitals included in the study (shown in Table 4.4) which had implications 
during meal times and affected patients’ perception of the quality of service 
delivered. Larger hospitals, which were situated in urban areas required substantial 
number of staff, hence catering services were outsourced. Foodservice managers 
were responsible to oversee the process from food preparation to food delivery, with 
the help of Dieticians who worked from 8am to 5pm. Dietician’s main 
responsibilities were limited to the wards, to monitor patients’ nutritional status.
Table 4.4 Summary of Foodservice Operation in Participating Hospitals
Hospital 1 2 3 4 IÜ üS IH 6
Hospital size Small Small Large Large Large Small
Number of 
patients 
served per 
meal
50 55 704 1090 630 93
Hospital
setting
Rural Rural Urban Urban Urban Rural
Hospital
location
North
Malaysia
South
Malaysia
South
Malaysia
North
Malaysia
Central
Malaysia
Central
Malaysia
Class system 2nd and 3rd 
class
l*,2"dand
3rd class
1st, 2nd and 3rd 
class
1st, 2nd and 
3 rd class
Is', 2nd and 3"*
class
1st, 2nd and 
3 rd class
Operation
type
‘In-house’ Tn-house’ Outsourced’ Outsourced Outsourced’ ‘In-house’
Years’
operating
20 15 3 140 4 16
Food Plating 
method
Decentralis
ed/Bulk
service
Decentralis
ed/Bulk
service
Centralised/Pla 
ted service
Centralised/
Plated
service
Centralised/Pla 
ted service
Decentrali
sed/Bulk
service
Delivery
method
Non heated 
trolley
Non heated 
trolley
Heated trolley 
(for all classes)
Non heated 
trolley and 
Heated 
trolley 
(1st class 
only)
Non heated 
trolley and 
Heated trolley 
(1st class only)
Non
heated
trolley
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4.7 Conclusion
In this part, the policy and service elements were discussed, whereby these elements 
differed in Malaysian public hospitals. The class system has been administered for 
many years, resulting on differentiation in service provision among the three classes 
- 1st class, 2nd class and 3rd class. Aspects such as type of meals, ingredients used, 
serving time and food choice are example of services which were different due to the 
class system. The administration approach of overall hospital foodservice in 
Malaysia is definitely affected by both on-going changes introduced by the 
government, as well as policies which have been practised for a long time. 
Justification for changes, such as number of meals and outsourcing were carried out 
without prior investigation on patients’ preferences and acceptance, as the changes 
have indeed affected various elements of food provision in the hospital. Practices 
and principles of foodservice operation were explored in this part to provide insight 
of current foodservice.
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Part Two
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4.8 Profiles of Participants
The semi-structured interviews were conducted among patients (n=18), foodservice 
managers (n=6), nurses (n=6), dieticians (n=3) doctors (n=3) and Ministry of Health 
staff (n=2). Profile of both patients and staff are presented in Table 4.5 and Table 4.6 
respectively. In Table 4.5, information about patients, mainly their background 
information such as age, gender, education level, occupation, and information 
regarding their hospitalisation (e.g. number of times admitted, duration of stay, 
hospital area, catering system used in the hospital and their class of ward) are 
presented.
Slightly different, in Table 4.6 staffs profile is presented. Aspects included are their 
background information, some pertinent information regarding their current job 
position and the characteristics of the hospital where they work. The information 
gathered were useful in understanding better their answers provided during the 
interview. The themes were meaning of food, familiarity of food, influences of food 
attributes on eating behaviour, privilege to choose, feeling cared for by staff and 
influences of environment on eating behaviour.
4.9 Observation Results
Apart from the semi-structured interview sessions, observations were conducted 
among patients who participated in the study at two different meal times. Simple 
observation on their food intake, such as proportion of food eaten, the type of food 
wasted the most, the type of food eaten (hospital food or outside food). The 
observations were particularly helpful in understanding patients’ eating behaviours 
and relate to the answers provided during the interview sessions, presented in Table 
4.7. From the observation, it was understood that most patients consumed hospital 
food, but the amount they consumed differed according to their dependency on food 
brought by their family members.
Wastage was generally high, similar to reports by Dupertuis et al., 2003, Barton et
al., 2000 and McWhither and Pennington, 1999. Amount of calories or energy
wasted, as a result was not possible to be quantified due to nature of data collection.
However, high wastage signified compromised consumption, which may had a
detrimental impact on patients’ nutritional status (Dupertuise et al., 2003; Edward
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and Nash, 1999. The reasoning behind their decision not to consume was often ‘not 
hungry’, but there was more specific reasons (Mibey and Williams, 2002), which 
were observed (in this study) and further discussed in this chapter. Observations 
revealed that patients’ food consumption was different according to factors such as 
type of meal consumed (breakfast, lunch, dinner), catering system (in-house, 
outsourced), hospital size (small, big) and location of the hospital (urban, rural). 
Besides, there were certain types of food that they did not consume (e.g. soup, 
noodles or fruits).
Interestingly, most patients from hospitals that practiced in-house catering system 
(also small and situated in a rural area) consumed better. They finished almost the all 
meals served. When interviewed, patients related their decision to eat with food 
attribute factors (taste and temperature) and unavailability of outside food (family 
members could not bring food). In contrast, patients from hospitals that practiced 
outsourced catering system (also big and situated in an urban area) often wasted 
quite a lot of food. In term of the type of meals, breakfast was usually consumed and 
finished, while lunch and dinner were often wasted. When interviewed, patients 
mentioned that they consumed breakfast because they were usually hungry, and 
because it was the first meal of the day. Others who did not consume breakfast 
blamed their decision on the serving time - too early for them. Although lunch was 
considered as one of their main meals, it was often not consumed. They preferred to 
eat food that their family brought from home. Lunch time was quite lively in the 
wards, as patients looked happy and they had conversations with their visitors or 
family members who came. Dinner was also often wasted, as the gap between tea 
and dinner was too short for them. When dinner was served at 6pm, they were not 
usually hungry, hence did not eat.
From the observation it was evident that there were certain issues in food provision, 
which affected their food consumption. This included factors such as serving time, 
adequate time to eat and assistances provided, which was also reported through 
observation by Naithani et al., (2008). Meals such as breakfast and dinner were 
served too early, with little consideration on patients’ eating habits. Patients were 
often still sleeping when breakfast was served, and their trays were collected without
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being asked whether they require the meals or not. Staff made assumptions that 
patients did not want to eat, therefore they removed the tray. However, the reason 
patients do not eat is because they need help. Through observation, it was also 
noticed that patients needed assistances with eating, but it was not available to them. 
This made them less forthcoming when they needed help on subsequent meal times. 
Other observations have also revealed that assisting patients were disregarded and 
often side-lined, as a low priority activity (Naithani et al., 2008). Trays were also 
collected early and without asking patients if they want the food during lunch. 
During interview sessions with the staff, it was understood that staffs decision to 
collect the trays early was because they had to collect and clean the trays before their 
shift ends. Observation provided understanding of patients’ eating experiences -  
their actual food consumption, the interactions between patients and staff, difficulties 
faced by patients and the ways in which staff assist them.
Table 4.5 Profile of Patients (n=18)
N o  S e x  A g e  E t h n i c  E d u c a t i o n  O c c u p a t i o n  N o  o f  D u r a t i o n  R e a s o n  H o s p i t a l  C a t e r i n g  C l a s s
t i m e s  o f  s t a y  a d m i t t e d  A r e a  S y s t e m
1 M 26 Malay Diploma Student 1 6 days Dengue Rural In-house 3
ifMl 50 Malay Secondary Employed 1 2 days Operation Rural In-house 3
3 M 54 Malay Secondary Employed 3 6 days Gastric Rural In-house 3
4 F 56 Malay Primary Retired >  10 2 days Operation Rural In-house 3
5 F 51 Malay Primary Unemployed 3 2 days Operation Rural In-house 2
6 F 47 Malay Primary Employed 1 5 days Operation Rural In-house 3
7 F 41 Malay Secondary Employed > 10 3 days Fever Urban Outsourced 3
8 M 36 Chinese Secondary Employed 2 10 days Operation Urban Outsourced 2
9 M.. 43 Chinese Diploma Employed 4 7 days Operation Urban Outsourced 3
10 F 19 Malay Secondary Employed 1 2 days Dengue Rural In-house 2
11 M 62 Malay Primary Employed 2 12 days Operation Rural In-house 3
12 M 55 Malay Secondary Retired 6 3 days Operation Rural In-house 3
13 M 25 Indian Secondary Employed 1 5 days Accident Urban Outsourced 3
14 M 42 Malay Secondary Employed 3 2 days Accident Urban Outsourced 3
15 M 52 Chinese Diploma Retired 5 6 days Asthma Urban Outsourced 2
16 F 33 Malay Secondary Unemployed 3 2 days Operation Urban Outsourced 3
17 M 33 Malay Diploma Unemployed Once a 14 days Operation Urban Outsourced 2
year
18 F 41 Malay Secondary Employed 8 4 days Operation Urban Outsourced 2
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No Sex Age Ethnic Education Qualification Occupation No of years Catering Hospital
Level title working system of Area
_________________________________________________________________________________ hosp ital___________
1 F 31 Malay Diploma Human
Resource
Management
Foodservice
Manager
12 years In-house Rural
2 F 35 Malay Secondary Assistant
Foodservice
Manager
12 years In-house Rural
3 F 51 Malay Diploma Catering Foodservice
Manager
28 years Outsourced Urban
4 F 29 Malay Diploma Foodservice
management
Foodservice
Manager
7 years In-house Rural
5 F 28 Malay Degree Food
Preparation
Management
Foodservice
Manager
4 years Outsourced Urban
6 F 42 Malay Secondary Assistant
Foodservice
Manager
25 years Outsourced Urban
1 F 53 Malay Diploma Nursing Staff nurse 21 years In-house Rural
2 F 31 Malay Diploma Nursing Nurse 5 years In-house Rural
3 F 21 Malay Diploma Nursing Nurse 5 years Outsourced Urban
4 F 52 Malay Certificate Nursing Head nurse 27 years Outsourced Urban
5 F 28 Malay Diploma Nursing Nurse 5 years In-house Rural
6 F 27 Malay Certificate Nursing Nurse 4 years Outsourced Urban
1 F 27 Malay Degree Medical
(MBBS)
Doctor 3 years In-house Rural
2 M 28 Malay Degree Medical
(MBBS)
Doctor 4 years In-house Rural
3 F 26 Chinese Degree Medical
(MBBS)
Doctor 2 years Outsourced Urban
1 F 45 Malay Degree Dietetic Dietician 17 years Outsourced Urban
2 F 25 Indian Degree Dietetic Dietician 2 years Outsourced Urban
3 F 26 Malay Degree Dietetic Dietician 3 years Outsourced Urban
1 M 37 Malay Degree Dietetic Head 
Dietician 
(Ministry of 
Health)
14 years
2 M 45 Malay Degree Foodservice
management
Deputy Head 
Dietician 
(Ministry o f  
Health)
20 years
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Table 4.7 Observation of Patients’ Food Consumption
No. Hospital Class Catering
System
Size Locations Meals
Observed
Type 
of Food
Observation
1 1 3 In-house Small Rural Breakfast 
and lunch
Hospital food - finished all - breakfast
- finished all - lunch
2 1 3 In-house Small Rural Breakfast 
and lunch
Hospital food - finished all - breakfast
- finished almost all - 
lunch
- didn’t eat soup - lunch
3 1 3 In-house Small Rural Breakfast 
and lunch
Hospital food - finished all - breakfast
- almost all - lunch
- didn’t eat fruits - lunch
4 2 3 In-house Small Rural Breakfast 
and lunch
Hospital food -finished all - breakfast
- finished almost all - 
lunch
- didn’t eat fruits - lunch
5 2 2 In-house Small Rural Breakfast 
and lunch
Hospital food - finished all the 
breakfast
- lunch, didn’t eat 
chicken
6 2 3 In-house Small Rural Breakfast 
and lunch
Hospital food - finished all the 
breakfast
- half chicken only
7 3 3 Outsourced Big Urban Breakfast 
and lunch
Hospital and 
outside
- breakfast -  half 
noodles
- lunch - few spoons o f  
rice
- waited food from home
8 3 2 Outsourced Big Urban Breakfast 
and lunch
Hospital and 
outside
- breakfast - few spoons
- lunch from home
9 3 3 Outsourced Big Urban Breakfast 
and lunch
Hospital and 
outside
- half o f noodles - 
breakfast
- ate lunch -  all
10 4 2 In-house Small Rural Breakfast 
and lunch
Hospital and 
outside
- ate all breakfast
- ate all lunch except 
fruits
11 4 3 In-house Small Rural Dinner 
and tea
Hospital food - ate all - tea
- ate half o f  the dinner
12 4 3 In-house Small Rural Dinner 
and tea
Hospital food - ate all breakfast
- ate all lunch except 
fruits
13 5 3 Outsourced Big Urban Breakfast 
and lunch
Hospital and 
outside
- ate half o f breakfast
- lunch, waited for 
family
14 5 3 Outsourced Big Urban Breakfast 
and lunch
Hospital food - ate all breakfast
- lunch - rice half
15 5 2 Outsourced Big Urban Breakfast 
and lunch
Hospital and 
outside
- ate all breakfast
- didn’t eat lunch at all
16 6 3 Outsourced Big Urban Lunch 
and tea
Hospital food - ate all breakfast
- ate all lunch except 
soup
17 6 2 Outsourced Big Urban Lunch 
and tea
Hospital and 
outside
- ate all breakfast
- ate all lunch except 
soup
18 6 2 Outsourced Big Urban Lunch 
and tea
Hospital and 
outside
- breakfast -  from home
- ate all except rice
110
Chapter 4: Findings and Discussion I  (Study One)
4.10 Meaning of Food
In general, eating food is seen as an ‘enjoyable’ and ‘happy’ moment, but common 
reaction on hospital food was ‘only acceptable’, probably due to negative emotions 
elicited. Similarly, Stanga et al., (2003) also found that hospital food was poorly 
regarded by patients. In this study, hospital food was regarded as less important 
compared to medication and treatment provided, hence they choose not to consume 
hospital food. Hospital food was usually conceptualised negatively by patients. 
Meaning of food was expressed either as food as healing or food as healthy choice.
4.10.1 Food as Healing
Food was regarded as an important element in the healing process but for some, the 
only motivation to eat hospital food was ‘they wanted to leave the hospital soon’. 
Therefore, they tried to eat as much as they can, even if they were unhappy. Feeling 
‘unhappy’ was related to hospital food, mainly because of the ‘taste’ of food. This 
was a common notion, also reported by Sidenvall et al., (1996), where patients felt 
food was essential for survival, therefore they ‘had to eat them’.
A sense of ‘enjoyment’ was anticipated during meal times, as they did not want to 
think of their health condition, and wanted to be distracted from the pain they felt. 
‘Disappointment’ was connected to their perception towards food made them 
classify food as ‘bland’ immediately without considering other aspects (e.g. food 
choice, type of food).
“I  feel very miserable or fed  up when they serve bland food. Makes me feel 
fed  up thinking why can’t they serve food  that is tasty? ” (Patient 7, female)
“I  feel annoyed because the food that they serve is not tasty and bland. 
Almost always Pm disappointed. ” (patient 13, male)
Not many patients mentioned that they were content with what they ate, suggesting 
they were generally not happy with hospital food. ‘Satisfaction’ was a feeling 
described only when the food served was ‘delicious’ and they enjoyed the meals. 
Patients discussed their emotions during meal time, describing negative emotions 
such as ‘miserable’, ‘sad’ and ‘annoyed’. Patients’ satisfaction with foodservice was 
significantly related to positive emotions (e.g. active, enthusiastic and optimistic)
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(Belanger and Dube, 1996). In comparison, negative emotions were results of their 
perception on hospital food, where their emotions were linked to anticipated ‘taste’ 
in study one.
Staff interviewed, especially nurses were aware of ‘meaning of food’ to patients and 
indicated that patients do not give same priority to food as they do to medications, 
therefore, food was not enjoyed. However, food consumption was not driven by 
patients’ priorities, but factors related to food provision (e.g. taste, presentation, 
temperature).
“Patients are more concerned about taking the pills on time, they don’t 
realise that they need to eat proper food as well. ” Dietician 3, outsourced 
hospital)
“Medication can’t work alone to make them better, they don’t regarded as 
such, so need proper nutrition to ensure they get better. ” (Doctor 2, 
outsourced hospital)
Nurses felt acceptability of hospital food as ‘healing’ and changes to diet (e.g. low 
salt, low sugar) was one of the reasons, which ‘saddened’ and ‘disappointed’ patients 
‘sad’. This was not agreed by patients. It is common to feel ‘disappointed’, where 
consequences of particular eating experience does not provide the satisfaction 
anticipated (Desment and Schifferstein, 2008), similar to what was found in this 
study. While doctors and dieticians stressed that positive emotions were only 
experienced when patients had positive perceptions, which ensured better 
acceptability and consumption of hospital food.
In conclusion, only some patients do not regard food as part of the ‘healing’ process 
because they do not want to be reminded about their health condition. They looked 
forward for an eating experience similar to when they were well, where the main 
objective of consumption was enjoyment. Emotions, especially negatively induced 
by their eating experiences were clearly evident among patients, which was probably 
overcomed by consuming outside food. Apart from that, ‘had to eat them to get well’ 
should not be the only reason for patients to consume hospital food, as meal 
experience should be enjoyed and not forced to achieve perceived benefits.
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4.10.2 Food as Healthy Choice
Patients (in study one) were more confident about their health when healthy food 
was served. They also indicated that they felt much happier when they perceived 
food served as healthy. Positive emotions in relations to eating healthy food such as 
‘vegetables’ were regarded as a result of ‘anticipated consequences’ (Desmet and 
Schifferstein, 2008). Another study indicated that ‘guilt’ was less felt and ‘pleasure’ 
was enhanced when healthy food such as apples compared to chocolates were 
consumed in the general population (Macht and Dettmer, 2006). Similarly among 
hospital patients, healthy food were related to positive emotions, mainly because 
they understood the benefits of healthy eating on their health. Clearly, provision of 
healthy food affected patients in some way, but the impact needs further 
investigation.
“I  don’t like eating rice for breakfast, it is not healthy and too heavy, I  don’t 
like the feeling after eating. ” (Patient 14, urban hospital)
Patients understood that some of their requests were unhealthy, hence wanted the 
dishes to be prepared in a healthier way, but they were sceptical about the 
willingness of hospitals to provide such options.
“Yes, I  agree the food must be healthy, you can make ‘roti canai ’ [flatbread 
fried in oil] in non-oily version. Or give chapati...that's healthy. There are 
Chinese brealfasts like barley milk porridge, soups and ‘dim sum * 
[dumplings], but I  don’t know i f  the hospitals want to spend money on these 
things. ” (Patient 17, Malay, outsourced)
Self-realisation on eating habits was the fundamental factor which persuaded them to 
choose a healthier eating habit. The number of patients who opt for healthier eating 
habits was relatively small, which was influenced by consumption of hospital food. 
Such changes were often drastic and were adopted in stages.
“Eating healthy food here has not much influences on my eating habits when 
I  go back home. "(Patient 3, in-house)
“From past experiences in hospital, I  have learned to eat healthier, reduce 
the amount o f rice and more vegetables. At first it was difficult, after few  
times I  got used to it. ” (Patient 9, outsourced hospital)
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The issue of consuming healthier meals was complicated, as palatability of the food 
was different. To date, mixed reactions were received from patients regarding 
healthy food choice. For example, Watters et al., (2003) reported patients wanted 
healthy choice, but Lassen et al., (2005) reported patients were least concerned 
whether food was healthy or not. Evidently, study indicated that patients could be 
persuaded to continue eating healthier food upon discharged by emphasising and 
advocating the benefits of healthier eating habits, especially by related staff (e.g. 
Dieticians). However, this must be done with carefully, to avoid eliciting negative 
emotions that affects their food consumption.
4.11 Familiarity of Food
This study found that patients’ preferences and consumption were closely related to 
familiarity with the foods served, making it one of the main factors that persuaded 
patients to consume hospital food. Familiarity was interpreted as everyday eating 
habits, cultural eating habits, food with religious significance, and general liking 
and aversion to certain foods. Participants, especially patients interviewed related 
their familiarity of food with their background and how consuming certain food 
made them ‘happy’ or created a pleasurable eating experience. Staff also related 
familiarity as one of the main factors influencing both preferences and consumption 
of food served in the hospitals.
4.11.1 Everyday Eating Habits
From the patients’ viewpoint, habitually consumed food must be part of their 
hospital diet, as it helps them to adopt better to the unfamiliarity of the hospital 
environment. Foods in rural hospitals were more accommodating to their habits 
compared to food in urban hospital. Hospital food was well received by them, as the 
element of ‘recollection’ was present. This contributed to a positive eating 
experience, where patients felt ‘anticipated’ to consume hospital food.
“I  like the fact that they try to serve food that is similar like how I  eat home... 
like I  know they add some sugar in the rice. When I  eat I  feel the food  is 
same as at home and it makes me want to eat more. ” (Patient 1, male, rural 
hospital)
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Food habit was regarded as a component of culture that contributes greatly to an 
individual’s food decision, which could be difficult to be changed (Canetti, 2002), 
hence decision to address patient’s habits was most appropriate. In this study, food 
prepared according to habits provided ‘assurance’ and ‘sense of belongingness’, 
something that they could relate with their everyday eating experience, therefore 
exhibited a sense of contentment.
Apart from doctors, other staff were aware of variation in preferences, according to 
different geographical location, which was influenced generally by local eating 
habits. Patients in hospitals near fishing villages were more familiar with fish based 
dishes (in southern Peninsular Malaysia). In these areas, menus were designed to 
cater patients’ request, such as fish for breakfast, offering more fish dishes.
“Among the residents here, they must have fish...fish cakes, fish pies, fish  
grilled with coconut. So we provide all ” (Foodservice manager 2, South 
Peninsular Malaysia, rural hospital)
It was evident that food habits differed according to location. For example, majority 
of people in central Peninsular Malaysia preferred Jawanese (Indonesian) dishes 
(they were original for Sumatra). Addressing food habits was important, but not all 
hospitals were giving attention to this. Such initiative it is the key strategy to reduce 
patients’ aversion towards hospital food.
“Patient’s decision really depended on their preferences o f local food. Most 
o f the ‘Jawa’ and ‘Banjar’ people like to eat ‘tempeh ’ [fermented soya tofu], 
so we have to serve Tempeh here. ’’(Foodservice manager 4, Central 
Peninsular Malaysia, rural hospital)
“We provide general food  for all, patients’ preferences probably is not 
specifically addressed. ’’(Foodservice manager 5, Central Peninsular 
Malaysia, rural hospital)
Regardless of rural or urban hospital, all patients looked forward for food that they 
were familiar. Hospitalisation was usually a moment where patients were 
emotionally distraught, and eating familiar food provided comfort. In the absence of 
comfort food in hospital, patients asked their families to bring food from home. 
Among general population, preferences for food has been associated with their
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eating habits (Diamond et al., 2005 and Prescott et al., 2004), and was regarded as 
one of the aspects that should be addressed to persuade patients to eat (British 
Nutrition Foundation, 2003). This must be also focused in hospitals.
Interestingly, patients’ eating habits were also determined by whether they were sick 
or not (for example; admitted for medical test or accident), which was confirmed in 
study two (chapter 9, section 9.5). Those who were well preferred food usually eaten 
at home and patients feeling sick wanted easy to swallow food (e.g. soup, porridge). 
However, there was a trend of preferring soup brought by their family because the 
soup provided was cold and bland with limited vegetables and meat. Therefore, 
nurses suggested that attention needs to be given to preparation of soup.
Foodservice managers and Dieticians wanted to examine patients’ food preferences 
to introduce changes in menus, but proper channel to know their preferences was 
lacking. This was argued by the Head of Foodservice and Dietetics. Conducting a 
survey is suitable, as study indicated that patients’ preference for particular food can 
be highlighted (Kennewell and Kokkinakos, 2001). Although nurse knew patients’ 
preferences, they did not convey it, mainly because absence of a proper reporting 
system. Perhaps, a weekly update form to or a monthly meeting between kitchen 
staff and nurses is needed. Another important factor was nurses’ attitude, some have 
decided that kitchen staff will not amend provision according to their feedback, 
hence they do not voice out. Conclusion for food associated with patients’ eating 
habits -  habitually eaten food was preferred, which had regional variations.
4.11.2 Cultural Food Habits
Cultural food habits (ethnic food) emerged as an important aspect of familiarity with
food. None of the hospitals catered for all ethnic, as they focused on providing
‘Malay’ food (the majority who were admitted). This was clearly evident in rural
hospitals, where more traditional Malay dishes were served, such as ‘Tempeh’
(fermented soy bean cake) and ‘Bean Singgang’ (spicy fish soup). Clear soups were
the only dish of other ethnic food (Chinese) served to all patients regardless of
ethnicity. Therefore, ‘happy’ and ‘satisfied’ were emotions patients mentioned in
rural hospitals, and mostly by Malays. ‘Happiness’ was one of the emotions, which
was related with ‘positive’ eating experience (Ortony and Turner, 1990), and has
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positive behaviour outcome, as a result (Laros and Steenkamp, 2005). There was 
also a sense of ‘anticipation’ among patients in rural hospitals, as they openly 
requested for more ethnic dishes, such as ‘Ulam’ (traditional salad eaten in villages) 
knowing that their ‘ethnic food’ are provided.
“I ’m happy with Malay dishes because that is what I  usually eat, I  feel very 
happy to see food that I ’m familiar with. ” (Patient 4, rural hospital, Malay)
It can be concluded that little consideration was given to ethnic food as patients were 
not familiar with the types of foods served and the cooking style was different, 
particularly in urban hospitals. It was hard to establish a particular food habits in 
urban areas as the community was more heterogeneous in origin.
“Food served here are veiy different from my food habits because Fm an 
Indian. I  feel better when I  eat something that Fm familiar with. So my mum 
brings foodfrom home. ’’(Patient 13, Indian)
“I  don’t like to eat Malay dishes when I  am sick, as I  get nauseated, can’t 
tolerate the taste. ’’(Patient 15, urban hospital, Chinese)
There was request for ‘western’ options, which was often consumed in urban areas. 
This was supported by a study conducted by Noor (2002), where changing of 
preferences in urban areas to more affluent food such as McDonalds, Pizza Hut and 
KFC was reported. Serving a mixture of different ethnic dishes in one meal was 
preferred in urban hospitals. For example, chicken curry (Malay dish), stir fry 
vegetable (Chinese dish) and some salads (Western dish). Urbanisation was typified 
by different preferences, as more affluent and western meals were preferred by 
patients in urban hospitals, compared to patients in rural hospital.
Disapproval of other ethnic food could be related to feeling of ‘disgust’ and 
‘anxious’, which was certainly difficult to articulate in words for many patients. 
Patients felt ‘anxious’, as they were uncertain of the ingredients used to prepare food 
when it was different ethnic food. ‘Disgust’ is a strong emotion associated with food 
consumption (Troop et al., 2002), expressed when food was considered unacceptable 
(Rozin et al., 1998), which was evident in this study when food was disapproved.
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Exploring new taste was also not anticipated when they were unwell, as it resulted in 
feeling ‘disgusted’. Similarly, a study focused on emotions that were elicited by 
different ethnic foods reported that often other ethnic food were regarded as culinary 
creations, but it was difficult to accept particular taste and smells (Longhurst and 
Johnston, 2008). It might be even harder for those who are unwell to accept other 
ethnic food. All patients agreed that the ethnic food must be addressed to improve 
their food consumption. Urban hospitals tried to serve ‘multi-ethnic’ food, covering 
various ethnic foods, reflecting the mixed background of patients. However, it 
proved to be extremely difficult to satisfy patients (as no choice was provided to 
choose their meals).
“In urban hospitals, people come from wide range background, hence it is 
hard to localise the menus. ” (Deputy Head o f  Foodservice and Dietetics, 
Ministry o f Health Malaysia)
The issue of ethnic food was addressed by providing ‘spicy’ and ‘non spicy’ choices 
for patients, but because nurses did not take orders. However, introduction of ‘spicy’ 
and ‘non spicy’ choices failed to address patients’ preferences, as patients wanted 
food specific to their ethnic. Majority of staff interviewed (nurses, doctors, 
foodservice managers and dieticians) reported that cultural food habits was not 
emphasised, especially in urban hospitals. Patients usually preferred to eat ethnic 
based food when they are really sick, and focus on only one ethnic food (Malay) was 
not regarded as a solution.
“We must understand that there are different ethnic here and they have 
different preferences ” (Foodservice Manager 4, In-house)
There was also debate on appropriateness of providing ethnic food, as healthiness of 
the foods was questioned by Dieticians. Practical solution, such as ingredient 
modification was suggested to address this problem.
“We are tiying to make same as home but I  don’t want to sacrifice my 
principles on healthy eating. ” (Dietician 1, female, outsourced hospital)
“I  do believe that in each ethnic food  there are healthy food  options that 
everyone can practice — like the Chinese must have soup every day and they 
eat porridge fo r  breakfast. ” (Foodservice manager 4, in-house hospital)
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Foodservice managers and nurses added that provision of healthier version of ethnic 
food will encourage behavioural changes (healthy eating), which can be continued 
upon discharged.
“We should serve a variety o f ethnic food, when they discharged and get 
back home, they will know how to prepare healthier ethnic food. ”(Nurse 4, 
in-house)
Overall, food served according to patients’ ethnicity was strongly associated with 
better consumption, and reduced negative emotions. Scepticism to consume hospital 
food was often associated with patients’ beliefs (Naithani et al., 2008; Holmes 1999), 
but not specifically ethnicity. Various ethnic groups in Malaysia highlighted the 
importance of ethnicity in patients’ food consumption.
4.11.3 Religion Based Food Habits
The connection between food and religion remains crucial, whereby eating 
behaviours reflected religious observance. Muslim (Malay) patients were very 
confident in eating hospital food, as they were certain that food was prepared 
according to their religious dietary norms (required by the Islamic law to serve 
‘Halal’ food in all institutions and business premises).
“I ’m not worried about them serving anything that is not Halal” (Patient 3, 
Malay/Muslim)
On the other hand, there was a degree of ‘distress’ and ‘insecurity’ among Buddhist
and Hindu patients, as they were unsure whether food was prepared according to
their beliefs. They were also quite ‘angry’ when foods that were against their
religious were served. They expected the staff to be knowledgeable and sensitive
towards their beliefs.
“I  got very angry when food such as beef or pork served. They know I  can’t 
eat that!” (Patient 13, Hindu)
Generally, individuals have also associated ‘anger’ with provision of unsuitable food 
(Desmet and Schifferstein, 2008), but not related to religion based food. To date, 
studies have indicated that serving wrong dishes has been related to negative 
emotion such as ‘insecure’ and ‘unstable’ (Irurita, 2000; Elsass et al., 1997). In this 
study, patients were ‘sad’, especially when they accidently consumed such food.
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“I  accidentally ate beef as I  did not know it was beef I  was very sad the 
whole day. ” (Patient 8, Chinese, Buddhist)
Among vegetarians (religious observance), there was a sense of ‘surprise’ were the 
options were provided. Most patients did not report their dissatisfaction, and ate food 
brought by their family members.
“I  was very surprised when one o f the trainee nurses told that I  can ask for  
vegetarian option i f  I  wanted, I  didn 7 know that. ” (Patient 13, Hindu)
“Can we ask? I  thought i t ’s only fo r  the 1st class can choose what they want 
to eat and I  didn’t know patients can order vegetarian options till 
now. ’’(Patient 15, Buddhist)
Slightly contradicting with patients’ option, foodservice managers and Dieticians 
were certain that food was prepared according to patients beliefs. These staff were 
very sure because of their involvement in menu planning. They wanted food that 
reduced anxiety among those who were already occupied with worries regarding 
their health.
“I f  a patient informed us that she is vegetarian, we will prepare vegetarian 
food. Menus are planned to address this. ’’(Foodservice manager 2, in-house, 
rural hospital)
“In certain hospital there is no beef because sometimes they tend to mix up 
the meal, but here we have beef. In terms o f vegetarians, certain days the 
Indians and Chinese fast, so we give vegetarian options to them. I ’m sure 
patients know that. ” ’ (Dietician 2, outsourced, urban hospital)
Although staff involved in menu and policy planning (e.g. Head of Dietician) were 
sensitive about the impact of religion on patients’ emotional well-being, other staff 
(e.g. nurses who were supposed to inform patients about the choices) were not 
carrying out the responsibilities. Different menus were designed to accommodate 
patients’ religious beliefs, but neglected to inform patients about the choices led to 
consumption of outside food and higher hospital food wastage.
To date, not many studies have established the impact of religion on patients’ food 
consumption, especially in a multi religious community. However, when patients 
were unsure about the suitability of meals served, often it is not consumed (Stanga et
120
Chapter 4: Findings and Discussion I  (Study One)
al., 2003; Holmes, 1999; Madhok et aL, 1992), similar to this study. In common with 
Madhok’s study, patients did not complain or voice their requests. At present, non- 
Muslim patients fear that they might consume wrongly, which provoked emotions 
such as ‘fear’ and ‘sad’. Patients need the sense of security, which could be easily 
addressed by being more sensitive about patients’ beliefs. To date, the role of 
emotions evoked by lack of attention to patients’ beliefs is unclear, therefore needs 
further investigation.
4.11.4 Food Contributing to Pleasurable Experience
Patients looked forward for a pleasurable eating experience when consuming
hospital food, but several factors hindered them. In patients’ opinion, the hospital 
staff do not know what patients prefer to eat, therefore patients’ opinions should be 
considered in creating menus. Creating a pleasurable eating environment was indeed 
very important. For example, when ‘enjoyment’ was expressed, amount consumed 
increased (Macht, 1999). Although there were few aspects similar in terms of type of 
food preferred to create a pleasurable eating experience, their expectations clearly 
differed between area (rural and urban hospitals) and classes (2nd and 3rd class).
A total of fifteen out of eighteen patients were ‘unhappy’ with the majority of food 
served. The main factor contributing to unpleasant eating experience was lack of 
variety. Repetition of chicken and fish everyday was most unacceptable and widely 
mentioned. Although in terms dishes there were some variety, replacing chicken and 
fish with mushroom, ‘tofu’ [bean curd], eggs, anchovies and prawns was desired.
‘7 wish they serve something else! Maybe like prawns or other meat. I  get so 
bored with the food now. I  look forward to eat, but they always serve the 
same food. I  can’t eat! ” (Patient 7, outsourced)
Having a pleasurable eating experience was particularly essential when it was the 
first meal of the day was important to patients. Coffee without milk or chocolate 
drink served together with heavy meals (such as fried rice) for breakfast was 
disliked. ‘Frustration’ was regarded as a strong emotion experienced when disliked 
food were served (Macht et al., 2005), which was later confirmed by study two 
(Chapter 8).
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Breakfast was also the meal where the menu was often repeated, leading to 
‘frustration’ among patients. Breakfast such as toasted bread or oat porridge was not 
consumed, as they expected familiar food such as fried rice or fried noodles, 
especially in rural hospitals. In some hospitals, breads were not toasted due to lack of 
equipment available (toaster), which compromised acceptance of the food and their 
pleasurable eating experience. Contrastingly, ‘lighter’ breakfast was preferred by 
patients in urban hospitals, requesting for meals such as bread and porridges.
“I  didn’t like bread fo r  breakfast. I  like heavier breakfast fried rice, fried  
noodles, ‘nasi lemak’ [rice cooked in coconut milk with hot and spicy 
anchovy sauce] ” (Patient 3, rural hospital)
“They prefer toasted bread, but there are constrains like lack o f facilities 
and equipment. ” (Nurses 5, outsourced hospital)
Patients are known to often mention that they are not ‘hungry’ (Hiesmayr et al., 
2009), but patients in this study wanted to eat, especially breakfast. However, the 
type of food served was not persuasive enough to encourage them to eat. This matter 
should not be taken lightly, as negative emotions were elicited has been associated 
with decreased motivation to eat (Berry, 1999), and proved in study two (Chapter 8).
Apart from breakfast, dinner also caused dissatisfaction among patients. Provision of 
‘rice’ for dinner was another aspect patients were ‘unhappy’ about. They preferred 
dinner to be substituted with noodles or bread (e.g. chapatti), as rice for dinner was 
considered heavy. This was acknowledged by foodservice managers but there was 
lack of authority to introduce any changes. Other staff also agreed to substituting rice 
as a way to increase variety and address patients’ preferences by staff.
“ Sewing rice fo r  two meals is not preferred by patients ...must be changed. ” 
(Foodservice manager 3, Outsourced hospital)
“Must provide other than rice for dinner because patients don’t like heavy 
meals at night (Nurse 4, In-house hospital)
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Pleasurable eating was increased when additional meals were served, especially 
snacks in-between main meals. It reduced ‘boredom’ and addressed patients’ 
unpredictable appetite.
“Serve snacks like ‘roti John’ [omelette sandwich], light snacks that are 
similarly eaten. Sometimes, I  feel want to eat because I ’m bored, nothing to 
do. (Patient 10, Malay, in-house)
Studies have shown that introduction of snacks have increased patients’ consumption 
and overall nutritional status (White et al., 2008). Such initiatives have been 
suggested to be a part of patients’ meal provision (Schenker, 2003; Williams, 2009). 
The elements of ‘boredom’ have been associated with higher food consumption 
(Canetti et al., 2002). Eating when ‘bored’ may not be desired among healthy 
individuals, but given patients’ condition (compromised food consumption and 
involuntary weight loss), it may be acceptable to allow patients to eat when they 
were ‘bored’. Administrating snacks is even more pertinent to ensure patients do not 
eat unhealthy food (observed in this study).
More in-depth probing into factors affecting patients’ pleasurable eating experience 
found differences in food administration between classes was the source of 
displeasure. Provision of fruit juices and fruits which were cut into smaller pieces 
(only for 1st class) patients was not only regarded as unfair because patients often 
faced difficulties in cutting, peeling and chewing whole fruits (for example orange 
and apple). At present, fruits were cut into small pieces only for 1st class patients the 
process was considered too time consuming and needing more manpower for 2nd and 
3rd class.
“I  saw the old lady beside my bed was struggling to eat the apple they 
serve...In the end she gave up because it was hard for her. ’(Patient 10, 2nd 
class, in-house)
The notion of providing fruit juices and fruits in smaller pieces was supported by 
nurses as they observed that patients with denture problems often wasted fruits 
provided. Variety of fruits, puddings and jellies were also suggested by nurses to 
reduce ‘boredom’ that patients often complained due to repetition of same desserts.
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However, foodservice managers indicated that it was difficult to provide juices 
mainly because lack of equipment (juicers).
To understand better patients’ conceptualisation of pleasurable eating experience, 
they were observed during their meal times. Food was only consumed when 
preferred food were served. Studies had found that poor appetite is a frequent 
problem faced by patients (Bates et al., 2002; O’Flynn et al., 2005). Nutritional 
status depended on patients’ appetite to consume hospital food. In this study, poor 
appetite was not the main factor contributing to compromised food consumption, as 
patients ate only when they liked the food. This was influenced by factors such as 
food quality, foodsemice system, hospital environment and role o f staff Overall, it 
was also noted that emotions were elicited by these factors, which affected their food 
consumption as a result. Inline to this, Belanger and Dube (1996) reported that 
patients’ emotions towards provision of hospital food had been associated with 
nutritional outcome.
From staff’s perspective, it was evident that not all staff understood patients’ 
conceptualisation of pleasurable eating experience. Foodservice managers and nurses 
understood better compared to dieticians and doctors. Although staff recognised 
patients’ preferences, it was not addressed, due to suitability of the dishes to a 
patients’ health, budget provided by the government, lack of manpower and 
inadequate facilities to prepare food (such as microwave oven, toaster and fruit 
juicers).
4.12 Influences of Food Attributes on Eating Behaviour
Food attributes are considered as the driving factors in both satisfaction (Hartwell et 
al., 2006) and food consumption (Beck et al., 2001). Although some researchers had 
argued service elements were more pertinent (De Luco and Cremer, 1990; Grégoire, 
1994), but the role of food in persuading patients to eat is equally crucial. Aspects 
related to food are discussed, as factors that act as a source of ‘pleasure’ and 
‘satisfaction’. Ultimately, this reflected their preferences on hospital food. There 
were three main aspects of food attributes {presentation, taste and temperature) 
which affected patients’ eating behaviour in this study.
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4.12.1 Presentation of Food
There was a trend in this study where patients in hospitals using central plating 
(eight out of nine patients) were much more satisfied with presentation compared to 
patients in hospitals where the decentralised system was used (only four out of nine 
patients).
‘7 liked the way food  presented, very neat and attractive. ” (Patient 7, 
outsourced hospital, centralised plating system)
“Food is not plated well, the first impression is not good. ” (Patient 11, In- 
house, decentralised plating system)
Food in 1st class was regarded as better presented, and looked more appetising 
compared to 2nd and 3rd class food. Others commented inconsistency in presentation, 
possibly due inconsistency in plating. Presentation provided assurance that the food 
was going to be tasty, but they were often disappointed with the taste. Patients’ 
emotions were elicited by good presentation, which was a strong motivational factor 
for better consumption according to Macht et al., (2005). Combination of certain 
colour and the position of each dish on the tray also contributed to the patients’ 
perceptions of presentation. For instance, rice shaped using a bowl served with 
vegetables without any spillage, provided confidence to eat. In this study, the colour 
combination of foods, garnishing, arrangement and positioning of food on trays 
when served were aspects that attracted patients to eat.
“The presentation o f different coloured food is what motivates me to 
eat...when I  first look at the food, I  feel like want to eat. ” (Patient 15, 
outsourced hospital)
Perceived freshness of food was another aspect that influenced patients’ perception 
on presentation. Colour combined with palatability of the food formed patients’ 
perception of how fresh the foods are. Overall, majority of patients perceived 
hospital food as fresh, which included fish, chicken and vegetables. These results 
were similar to those of Johns et al., (2010) where patients said fo o d  was just 
plonked down on the plate’. Patients in Johns’ study were dissatisfied with the 
presentation of food mainly because of the way food was placed on the tray and 
expected it to be changed in order to persuade them to eat.
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“Sometimes when you look at the food, you feel like want to eat... hut here, 
you feel the opposite. ” (Patient 5, female, in-house hospital)
“Perception on hospital food can predict 50% whether the patients will eat 
hospital food, therefore garnishing o f food is very important. ” (Foodservice 
manager 4, outsourced hospital)
Patients also judged presentation based on hygiene of the trays, cutlery and other 
serving dishes, which indicated to them whether the food was clean. Patients 
admitted for the first time were sceptical about cleanliness, compared to those who 
have been re-admitted. Patients also felt uncomfortable to eat food served in 
polystyrene container in some hospitals.
“I  feel the tray is not clean. Fm afraid I  will throw up i f  I  continue to eat 
because o f left overs sticking on the tray. It is disgusting. ’’(Patient 6, female, 
in-house)
Although it was rare to provide trays that are stained, patients reported they were 
disgusted, and as a result, they choose not eat. ‘Disgust’ was strongly related to 
behavioural outcome when an individual faced health or eating disorder compared to 
normal eating person (Rozin et al., 1998). Therefore, measures must be taken to 
address the situation in Malaysian hospitals as patients find certain aspects of food 
provision disgusting.
From staffs perspective, presentation had improved over the year, but not adequate. 
All staff agreed that presentation of food was a very important factor in patients’ 
food consumption, although opinions differed on how good presentation was. 
Foodservice managers and dieticians were particularly concerned about hygienic 
procedures during food preparation, which affected patients’ perception. To date, 
very few hospitals are HACCP (Hazard Analysis Critical Control Point) certified, 
and most staff do not practice the guideline or checklist provided (according to 
foodservice managers) Foodservice managers in 'in-house' hospitals felt lack of 
equipment (such as different coloured chopping boards), and audit on staffs work 
routine led to unhygienic food preparation.
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Similar to patients’ perception, most staff (foodservice managers and dieticians) also 
felt presentation differed according to plating system (centralised or decentralised).
“Ifound that when a hospital outsourced the food presentation is done nicely 
when they use centralised plating system. ” (Foodservice manager 4, 
decentralised hospital)
“I f  you want to better presentation, must use central plating, it is more 
presentable! ” (Dietician 1, centralised hospital)
“In terms offood presentation, the 1st class food is always garnished to make 
it attractive to eat. ” (Nurse 2, decentralised hospital)
Commenting on their role, nurses confessed that most of them rushed when serving 
food, hence presentation aspects was not given much emphasis. Staff’s perception, 
especially nurses’ was crucial, as they are more involved in observing and assisting 
patients during meal times in this study, also indicated by Kowanko et al., (2001). 
Doctors indicated limited knowledge about presentation, due to their limited 
involvement in foodservice.
“All food  served to patient as though they are 1st class patients. That’s all I  
know about presentation as Fm not usually there. ” (Doctor 3, centralised 
hospital)
Past studies have indicated the importance of visual elements on patients’ food 
consumption (Naithani et al., 2008, Folio et al., 2002, Beck et al., 2001). O'Hara et 
al., (1997) reported presentation of food as the only variable that predicts overall 
satisfaction with hospital foodservice. Age of patients may have contributed to the 
results of the study, as participants were elderly and may have lost other senses such 
as taste and smell, therefore making presentation a crucial aspect. Another study, 
comprising of various age groups and medical conditions, ranked presentation of 
food as third, after food temperature and food-aroma, (Stanga et al., 2003), 
indicating the importance of presentation.
In this study, patients’ perceptions of presentation of food was mixed, nevertheless it 
proved to be a crucial aspect. In contrast, Cardello (1996) indicated that previously
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hospital food presentation was perceived and rated as worst compared to other 
institutional food (e.g. school, military and airlines). Patients’ perception on 
presentation was based on several factors, such as garnishing, colour combinations, 
perceived freshness, cleanliness and positioning offood on the tray, which indicated 
that patients observe various aspects before judging overall presentation. Besides, 
these aspects were perceived to differ when different plating system was used. 
Hospital administrators should take notice of the impact of presentation, not only on 
patients’ food consumption, but more importantly on their emotional well-being, 
where it could have detrimental effect on food consumption as well.
4.12.2 Taste of Food
Taste was mainly related to disapproval of hospital food because it was the driving 
factor that persuaded them to eat. However, despite being ‘unhappy’, they s ate 
hospital food because it they had no other option. Apart from familiar food, taste of 
food was another reason given for consuming food from outside. Disapproval of 
taste was related to ‘sadness’, where they complained about inconsistency in taste 
and bland food.
Lack of attention to preparation, for example soups containing hardly any 
vegetables, meats and salt (commonly mentioned) was blamed. Disappointment due 
to taste was expressed also because lack of certain ingredients, such as coconut milk, 
flavour enhancers and spices. The aroma when such ingredients used enhanced their 
appetite.
“Taste o f the dish (chicken curry) is ruined by lack o f  coconut milk and 
spices ...cannot eat horriblel” (Patient 15, 2nd class, outsourced hospital)
Patients in 3rd class wards argued that 1st class food tasted better compared to 2nd and 
3rd class wards. They thought staff gave more attention to 1st class food only because 
the patients were very demanding and paid more. Patients were ‘saddened’ by this 
but did not voice out as it was a matter of pride.
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“It is quite upsetting to get compromised quality o f food, especially when 
compared to 1st class hut they learned to accept it. ” (Patients 14, 3rd class, 
outsourced hospital)
Interestingly, all patients who mentioned that food was tasty were from in-house 
hospitals. Patients in outsourced hospitals either regarded food as acceptable or not 
tasty, but assured they were generally happy with the overall service provided, 
especially by those who experienced both catering systems.
Healthy patients (e.g. accident or admitted for check-ups) tolerated well the sub­
standard taste, which was not accepted by sick patients and they felt ‘angry’ 
occasionally because their appetite was good but they could not enjoy the food. This 
was further explored in study two (Chapter 8). In support to this finding, previous 
research also indicated that hospital food was not always targeted to the taste of the 
sick (Stanga et al., 2003). Williams (2009) also reported that when food is a 
necessary dietary modification, it makes meals particularly unappealing. In this 
study, patients understood that it was part of the treatment, but hoped modifications 
such as reduction in salt, would reflect the severity of their illness rather than 
removing the ingredients completely.
“The food is tasteless because o f the type o f diet -  low salt’. I  wonder 
whether i t’s low salt or totally no salt...really there is no salt at all. ” (Patient 
17, male)
“About two weeks ago, a patient complained about low salt fried  
rice... ‘tasteless’. Patient just left the food, didn’t take it.” (Dietician 1, in- 
house)
Staffs perceptions on taste were influenced by various factors, although mostly were 
similar factors mentioned by patients. Foodservice managers, nurses and dieticians 
agreed with patients, that taste was compromised when a hospital’s catering was 
outsourced, linked taste to type of catering system used (centralised or 
decentralised). Foodservice managers in ‘in-house’ hospitals had better control, as 
they were involved more directly in the process of preparing food and do not have 
strict restriction food preparation cost. Nurses in outsourced hospitals were certain 
patients asked their family to bring food because of compromised taste. Dieticians
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had expected taste to be improved once catering was outsourced, having the 
impression that the service was being outsourced to experts, but was not the case.
The intention to improve patients’ health through diet was sensible, but that changes 
must be gradual as staff believed patients would not accept drastic and sudden 
changes. Poor taste has a chain reaction, whereby when food is not tasty, patients 
were emotionally affected and did not eat hospital food, resulting in deterioration of 
their health condition and increase in the length of stay in the hospital.
“Ifyou ask me, maybe the ministry should have guideline on quantity o f salt 
that can be used according to patient’s severity o f disease, I  think i t’s not 
practical to reduce salt to the lowest possible quantity, patients are affected 
badly. They don’t eat in the end because o f this. ” (Foodservice manager 4, 
in-house)
Although ‘service’ aspects had improved as a result of outsourcing, taste had 
worsened, and this was blamed on the outsourced system. As hospital food provision 
is not profit orientated, like restaurants or hotels, most staff were less concerned 
about taste, although some were concerned about the consequences. Contradicting to 
this, studies have found that patients were usually more pleased with the food 
aspects than service (Lee Ross, 1999; Hwang et ah, 2003).
It was easily noticeable that patients; disapproval of taste elicited emotions which 
aggravated their behaviour towards the eating experience itself. Emotions such as 
‘anger’, ‘disappointment’, and ‘unhappy’ upon tasting often lead to discontinuity of 
eating (Robin et al., 2000). Emotions such as ‘anger’ and ‘disgust’ was associated 
with taste qualities such as bitter (Robin et al., 2000), but in this study it was unclear 
which particular taste quality was associated with the emotions experienced. Several 
studies have also demonstrated the effect of emotions on eating behaviour (Macht et 
al., 2005; Desmet and Schifferstein, 2008) but not among patients, therefore, this 
may need further investigation.
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4.12.3 Temperature of Food
The only patients happy with the temperature of food were those served using 
trolleys with temperature control, which occurred in only one hospital. As a result, 
the patient felt ‘special’, ‘cared for’ and ‘appreciated', which encouraged eating 
better.
“I  fe lt special because my food was hot. I  was also veiy happy to see the 
hospital taking extra effort to seme food hot. I  appreciate it! ”(Patient 17, 
outsourced hospital)
In other hospitals, either they did not have such trolleys (in-house) or only served 1st 
class ward patients using such facility (when outsourced catering system was used), 
which was perceived as unfair by other patients. Patients felt food served using the 
decentralised system was much warmer than food served using the centralised 
plating system because foods was plated immediately before serving. Heating 
facility was expected to be available in the ward to reheat food, especially when they 
miss their meals time due to medical procedures, such as X-rays or when they were 
not hungry at the time the meals are served. Patients did not mind a cold breakfast or 
evening tea, but expected their main meals - lunch and dinner to be hot.
“Even i f  the food is not tasty, i f  i t ’s hot I  might try to eat but it is cold... so I  
don’t eat it” (Patient 13, male, outsourced hospital)
Johns et al., (2010), however reported that patients expected their breakfast to be hot, 
as they commented food as; 'never hot at breakfast ’. In this study, patients learned to 
adopt, but mostly consumed food right away to avoid it getting cold. Although 
patients accepted cold meals, there was sense of ‘sadness’ among them. Emotions 
such as ‘sadness’ evoked is often related to ‘comfort foot’ consumption (e.g. soup) 
(Wansink et al., 2003), but temperature did not allow them to enjoy (in this study).
“I  don’t like cold meals like soup served here, but I  tiy to eat. Anyway, there 
is nothing that I  could do about it...a bit helpless and sad because I  have no 
choice then to eat. ” (Patient 7, female, outsourced hospital)
Temperature had an impact on the characteristics of the food, for example rice 
noodles were hard when cold, making it difficult to eat them. Hot food had an aroma 
that tempted patients to eat, which was been also indicated in other studies (O'Hara
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at ah, 1997, Hartwell et al., 2006). Similarly, another study showed that there was 
lack of aroma when food was cold, which stopped patients from eating (Johns et al., 
2010). Their appetite was enhanced when food was served hot. O’Hara et ah, (1997) 
reported that patients’ satisfaction with taste was influenced by temperature. For 
some, temperature alone can be the main drive to eat.
It must be noted that accurate temperature of food was associated with positive 
feelings, and subsequently better eating experiences. Impact of compromised 
temperature was detrimental, as it elicited feelings such as ‘sadness’, which could be 
avoided. All groups of staff, except doctors mentioned that temperature of hospital 
food was generally unsuitable, due to availability of facilities, especially in urban 
hospitals due to the practice of centralised plating. In general, most doctors know 
little about aspects related to food, especially temperature. In hospitals where 
temperature control trolleys were not available (in-house), foodservice managers and 
nurses did not think such trolleys were necessary because the distance between 
wards and kitchen was short. Although wards should be equipped with microwave 
ovens to reheat food for patients, but there was question over who would help with 
the heating up process.
In outsourced hospitals, foodservice managers, nurses and dieticians indicated that 
time spent to plate the food in the kitchen using centralised plating and the distance 
between kitchen and wards, made it necessary to have trolleys with temperature 
control. The limited numbers of temperature control trolleys allocated by the 
government in outsourced hospitals were used to deliver food for only patients in 1st 
class. Cost was the main concern to foodservice managers, as having such facility 
was extremely expensive, RM90,000 (-£18,000) each trolley. Nurses suggested of 
plating food in batches (in centralised) to ensure food was hot when delivered to 
wards. However, the Head of Foodservice and Dietetics had suggested making it 
compulsory for the catering companies to bring in their own trolleys in outsourced 
hospitals, due to cost concerns over cost.
Other studies have highlighted temperature as a factor affected patients’ 
consumption (Johns et al., 2010; Sahin et al., 2007, Stanga et al., 2003, O'Hara et
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ah, 1997). Stanga et ah, (2003) reported that patients often were not satisfied with 
hot food that are not hot, and cold food that are not cold enough. However, in this 
study, complaints mainly related to hot food as not many cold foods were served. It 
has been previously reported that patients’ satisfaction with temperature was 
independent of type of foodservice system (Wright and Connelly, 2006), which was 
contradicting to this study. In term of emotions, negative emotions were elicited 
when food was served cold, but the severity of its impact was not highlighted in this 
study.
4.13 Rights to Choose
Patients reported allowing them to choose the meals were their rights, making them 
feel ‘special’ and ‘important’. As a result, not only they ate better, but also felt much 
happier because they were allowed to choose. Naithani et al., (2008) reported that 
patients often seek out alternative ways to access food of their choice when limited 
choice was available. In this study, this was evident as patients preferred to eat food 
brought by their family members.
4.13.1 Absence of Menu and Limited Choice
The menu is an important tool in identifying patients’ preferences and persuading 
them to consume hospital food. Technology based menus are being used, for 
example, in the United Kingdom, a touch screen facility is being considered at a case 
study hospital, which enables patients to preview and select food as their wish 
(Hartwell et al., 2006). In Malaysia, patients had not heard about menus, but most of 
them wish to be given an opportunity to choose their meal (as mentioned in section 
4.10.2, Chapter 4).
Seventeen out of eighteen patients felt it was necessary to provide menus, allowing 
them to choose. They were certain that they would then eat more and waste less 
upon provided with menus. Only those who were too sick to order felt it was better if 
nurses choose on their behalf, but they were worried about nurses not being able to 
help them.
“Giving choice is important....at least I  don’t waste the food  that they serve 
like now. I f  they give me choice, even its only 2 choices... I  can select which 
one I  think can tolerate with. ’’(Patient 7, female, outsourced hospital)
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“Most o f  the time I  don’t like what they serve, by giving choice, I  can choose 
what I  want to eat and I ’m quite sure I  won’t waste so much. ” (Patient 12, 
male, in-house)
Current options available (e.g. spicy, non-spicy and vegetarian) were unknown to 
many patients (especially those who were in 3rd class). The ‘spicy’ option was 
ordered on behalf of Malay and Indians, and ‘non spicy’ for Chinese by nurses, 
assuming the type of food ordered would be liked.
“I f  the person is Malay or Indian, then we will order spicy food because we 
know they are used to eat spicy food but for Chinese we don’t usually order 
spicy food because they don’t really take spicy food every day. ” (Nurses 6, 
female, outsourced hospital)
The 3rd class ward patients expressed their disappointment, as they are not given the 
same opportunity as 1st class patients. They felt ‘lowly’, ‘embarrassed’, and did not 
voice out and blamed themselves for not being able to pay more to receive better 
service.
“They should ask what the patients want to eat but what to do, they don’t 
ask. We are not paying much, we only pay RM3 per day, so I  feel reluctant to 
ask. Even when the food  is not tasty, I  don’t say anything, I  just eat it or ask 
my wife to bring something else. ” (Patient 3, 3,d class)
Shame has been identified as an emotion related with consumption in general 
(Richins, 1997), but not among patients. Patients would like to be allowed to choose 
at least only the main dish. Others suggested that choice of different ‘ethnic food’ 
should be provided for patients from different ethnic backgrounds and to provide 
variety, also suggested by the British Nutrition Foundation (2003) (discussed in 
section 4.10.2, Chapter 4). Patients also mentioned that they should be involved in 
creating menus to input ideas on what patients would like, as they believed most 
menus are based on staff judgement rather than patients’ preferences.
Patients stressed that menus must be simple, with minimum explanation as they do 
not want to think too much about what to choose, which was contradictive with 
study conducted by Hartwell and Edwards (2003), as patients complained about 
inadequate meal description. However, another study reported that patients did not
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comprehend long and detailed menus, and, therefore were unable to make choices 
(Stanga et al., 2003). All staff, except nurses felt patients should be given choice. 
Nurses did not welcome the idea because they were concerned about the increased 
workload. This issue could be easily addressed, as study showed that when the 
responsibilities of taking orders were delegated to kitchen staff, it reduces nurses’ 
workload (Kowanko et ah, 2001).
“I f  you ask me, I  will suggest patient to give choice to choose. ” (Nurse 4, in- 
house hospital)
“By asking them to make decision on what they want to eat...I'm sure they 
will appreciate that. ” (Foodservice manager 5, outsourced hospital)
“I  would suggest that we should give menu. Give them some privilege. ” 
(Dietician 3, outsourced hospital)
Dieticians were certain that by providing menus, patient’s dependency on outside 
food would be reduced. In line with patients’ suggestion, most of the staff also 
anticipated a short and simple menu for patients. Dieticians and doctors wanted 
information such as nutrition content and ingredients used to be included for each 
dish, but this was opposed again by nurses. Nurses’ believed the general public are 
not aware of nutrition terms such as calories and nutrients, hence this may require 
nurses to explain to patients, although it was part of their responsibilities to provide 
any explanation needed.
Dieticians and foodservice managers wanted the unfair class system practice to be 
abolished, especially because choices were denied to 3rd class patients. All staff, 
including the Head of Foodservice and Dietetics Ministry of Health agreed that 
providing current practice of providing ‘spicy’, ‘non spicy’ and ‘vegetarian’ options 
did cater well for patients. Instead, they wanted a menu focusing on ethnic food, as 
they believed this was the most appropriate way to address patients’ preferences. 
Foodservice managers were frustrated that nurses failed to maintain equal service for 
those in other than 1st class wards, hence wanted kitchen staff to take orders and 
deliver food. Failure to provide menu is generally reported (Dupertuis, 2003; 
Kowanko et al., 1999), but not specifically to particular group of patients (1st, 2nd
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and 3rd class wards), as in this study. Provision of menus seems to be a sensible idea, 
as many patients were consuming food from outside
Menus and food choices were provided to allow patients to match their changing 
appetite (Johns et al., 2010), but absence of choice tend to affect them 
psychologically. Being a patient in public hospitals, patients were supposed to feel a 
sense of equality, but it was not the case. Nurses took advantage of patients who do 
not voice out or demand by ignoring their preferences (especially in 3rd class). It has 
been reported that emotions could be altered by availability of food choices, which 
could be manifested on behaviour (Gibson, 2006). Therefore, any decisions that 
jeopardises patients’ access to food choice must be avoided.
4.13.2 Absence of Portion Size
Currently, there is a standard portion size for all patients, distinguishing only 
between adults and children. A total of ten out of eighteen patients felt portion size 
was either too small or too large for them. Some indicated that presentation of huge 
portion sizes, especially amount of rice and soup discouraged them from eating. 
Large portion sizes affected their decision on whether to eat or not, as their first 
impression had a psychological effect on them -  fearing that they might vomit if 
they ate the amount of food served. ‘Fear’ in relation to consumption is often 
experienced when negative consequences are anticipated (Macht, 1999), as found in 
this study.
“When I  see huge amount o f food, it makes me want to vomit rather than eat. 
I  am scared I  will vomit so I  like small portions, which I  could finish. ” 
(Patients 12)
Larger portions were only requested for vegetables and drinks (tea and coffee). 
Breakfast was the meal where patients felt portion size was too large, especially the 
quantity of noodles served. In contrast, evening tea was the right size for most 
patients. Even when they wanted more food, they did not ask for because they were 
‘shy’, concerned that other patients will overhear their request and feel 
‘embarrassed’ if their request was turned down.
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“I  don’t ask for extra food... ashamed i f  the nurses o f attendant don’t give or 
ignore” (Patient 1)
In hospitals where a decentralised catering system was used, patients felt more 
comfortable to change the portion size, as food was plated in front of them. In 
hospitals where a centralised plating system was used, choosing portion size was not 
possible because food was readily plated in this kitchen. Patients preferred to choose 
the amount that they eat on daily basis, according to their appetite.
“I  prefer to choose how much I  can eat every day because sometimes I  can 
eat a lot and sometimes I  can 7. ” (Patient 2, In-house)
There was some emotional discomfort evident among patients in regards to portion 
size. Study have indicated that lack of personal control often triggers emotional 
discomfort and have direct impact on their level of security in general (Williams and 
Irmrita, 2005), which was evident in this study. In order to facilitate patients’ 
emotional comfort, Fuch (1987) suggested that patients should be given a sense of 
personal control in the hospital. Based on these findings, allowing them to choose 
portion size can be justified as providing personal control.
Patients’ request for different sizes of food portion was only supported by doctors 
and the Head of Foodservice and Dietetics. Others preferred a standard size of 
portion for all patients to maintain the required calories -  2000 calories a day. Total 
calories of 2000 was based on healthy individual’s need (Malaysian requirements), 
whether it was suitable for patients with compromised health conditions or not, it 
was not clear. Staff also did not agree with provision of different portion sizes as 
hospitals were regarded as the place where patients learn to control the amount of 
food they consume, for example diabetic patients. According to nurses, patients on 
therapeutic diets are the ones who usually request extra portions and often felt 
disappointed as staff ensured extra portions were not provided.
“Only patients on therapeutic diet are problematic...its better i f  there are no 
different portion size. ” (Nurse 1)
As a way to address request for more food, more staff were in favour of changing 
number of meals instead for providing larger portion size. This is because they
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believed that the gaps between meals were too long, especially since revised number 
of meal was introduced in 2009. Supporting this, studies have reported that serving 
smaller portions and more frequently were practical in assuring better consumption 
(Xia and McCutcheon, 2006’; Watson et ah, 2006).
The decentralised system was more accommodating, as it was easier to 
communicate and adjust provision to their preferences, also reported in other study 
(Hartwell et ah, 1999). Pre-portioned dishes served in centralised system were often 
unrealistically large for some patients, also noted by Edwards and Nash (1999). 
Being sick means patients’ preferences and appetite are unpredictable and 
emotionally unstable, therefore, there should be some mechanism to respond to this, 
both to improve patients’ consumption and create a happy eating atmosphere.
4.14 Feeling Cared for by Staff
The way patients are treated by staff, especially those who serve foods was an 
important element. This was due to the impact on their feelings and subsequently 
their food consumption. This included the way staff talked to them, responded when 
they needed something and when assistance was provided. Studies had reported that 
staff can be very busy, that they do not provide adequate assistance during meal 
times (Kowanko, 1999; Chang et ah, 2003). Chang et ah, (2003) reported that some 
staff felt patients were well cared during meal times though most of them felt staff 
neglect patients due to their busy schedule. In this study, three aspects emerged - 
empathy, assistance and dietetic advice when the role of staff was questioned.
4.14.1 Empathy
Empathy shown towards patients has been defined as ‘the ability to understand the 
patient’s situation, perspective and feelings, and to communicate that understanding 
to the patients' (Coulehan et ah, 2009). It is considered as the basic component of all 
helpful relationships in healthcare setting (Reynolds, 2000), and patients in the 
current study have also indicated empathy as one of the most important aspect that 
influenced their eating experience.
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There was variation in terms of empathy shown in small and big hospitals, where 
nurses in small hospitals were regarded as approachable and caring towards them. 
Nurses usually enquired about their’ health and advised them on diets when needed, 
which was comforting. In big hospitals, kitchen staffs who serve the meals were 
unfriendly and hardly engaged in conversations with patients. This was evident 
despite training on communication and interpersonal skills. Few were very helpful, 
but most staff were impolite and discourteous, which often scared and shocked 
patients. Staff failed to understand the impact of uncaring attitude, which could 
trigger emotions that affected their consumption. Staff’s attitude was described as 
‘actions o f associated agents' which triggers emotions, often negative emotions 
(Desmet and Schiffestein, 2008).
“The nurses should not scold the patients and help the patients patiently. I  
have seen patients crying when the nurses left. Patients are sick, no intention 
to talk back or fight. ” (Patient 9, male, outsourced hospital)
Trainee nurses showed more empathy towards them compared to other nurses, as 
they were friendly, caring, observant and encouraging. In general, patients looked 
forward and appreciate empathy shown, which affected how they felt during meal 
times.
“Pm happy when they ask, it uplifts my spirit a bit because you get the 
feeling that they do care about you. ” (Patient 4, female, in-house hospital)
“Pm sure they will eat better i f  encouragement is provided” (Patient 2, male, 
in-house hospital)
In agreement with patients, foodservice managers blamed both kitchen staff and 
nurses as lacking in empathy. Each group of staff blamed other groups (e.g. doctors 
blame dieticians), for lack of empathy towards patients, but not themselves. Overall, 
staff were aware that there were only a handful of staff who were empathie towards 
patients, which was their own initiative. Overall, nurses were identified as least 
empathie because they work closely with patients compared to other staff.
Motivation and greetings were regarded as part of empathy, which was considered
crucial to improve patients’ food consumption. Foodservice managers indicated that
giving encouragement was not a particular person’s responsibility, although it was
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often regarded as nurse’s responsibilities in general. Nurses’ perception of their own 
empathy was not reflected by patients and other staff.
“Nurse’s relationship with patients here is very close, those who have stayed 
more than 3-4 days are like friends to us. ”(Nurse 1,rural, in-house 
hospital)
“They just check our name, place the tray on the table and walk away, they 
don’t say anything. ” (Patient 7, female, outsourced hospital)
“Patients complain that staffs do not greet them. Some nurses are rude to 
them when they ask something about food. "(Foodservice manager 5, urban, 
outsourced hospital)
“[Laughed]...I don’t think there is any encouragement given to patients, zero 
effort. ” (Deputy Head o f Foodservice and Dietetics, Ministry o f Health)
Johns et a l, (2010) reported that hospital was considered as an unfamiliar 
environment to patients, therefore medical staff seek to bridge the gap through a 
language set commonly known as ‘bedside manner’. However, it was found (in this 
study) that in many hospitals, it is still the discourse of a professional relationship, 
not that of a social interaction. Patients found it easier to communicate with service 
staff allowing them to express honest emotions. In the present study, patients found 
it hard to voice their preferences to staff, especially with the nurses mainly because 
of their attitude towards patient and there was hardly any form of communication 
between them. Empathy is less reported as a hindrance to food consumption in the 
literature, unlike provision of assistance. However, empathy was certainly 
highlighted as a crucial element in this study. Influences of ‘empathy’ on patients’ 
emotion or food consumption should be investigated, as emotions elicited often 
influenced their food consumption.
4.14.2 Assistance
Patients in this study needed assistance, such as pushing the table nearer to them, 
adjusting the bed higher or lower and feeding. In small hospitals, patients had to 
raise their hands to be noticed by nurses, which was usually effective owing to the 
small wards. In big hospitals, patients had to ring the ‘hand bell’ to get help, but 
often had to wait long.
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According to Westergren et ah, (2008), more than half of patients admitted usually 
needed some kind of assistance during meal times. Further studies have also 
confirmed that providing assistance was an effective way to prevent malnutrition 
(Westergren et ah, 2009). In general, patients in all hospitals felt assistance from 
nurses was generally limited because they had to wait a long time. Waiting was an 
issue also reported in other studies (Xia and McCutcheon 2006; Johns et al., 2010). 
Therefore, they turn to their family members or other patients when they needed 
help, similar to this study.
There was a trend, where assistance was only provided when requested, even though 
nurses knew patients who need help beforehand. Some stopped asking for help after 
few times as they felt ‘ashamed’ requesting for help and ignored. Patients do 
understand that nurses are very busy at times but when they need help urgently, it is 
often not available.
“The nurses are quite busy, I  have to wait very long. "(Patient 13, male, 
urban, outsourced hospital)
“I  always wait so long when I  ask help fo r  feeding!” (Patient 14, male, 
urban, outsourced hospital)
Delivery of food was one of the main aspects they often needed and ignore, also 
reported by WHO as one of the biggest problem in hospital food provision (Food 
and Healing, 2003). Study suggested that nurses should standby to provide help in 
Australian hospitals (Xia and McCutcheon, 2006), which is also necessary in 
Malaysian hospitals. The observation study also indicated that most frequent 
difficulties during mealtimes were opening food, using cutlery and adding seasoning. 
Studies reported that nursing assistance during meal times was very influential on 
patients’ food consumption (Tsang, 2008). Patients in this study were more 
concerned about feeding assistance provided by kitchen staff.
Study had shown that there are insufficient staff available to assist or monitor
patients and very few hospitals employed trained care assistance, despite knowing
assistance is crucial (Schenker, 2003). In this study, patients themselves have
141
Chapter 4: Findings and Discussion I  (Study One)
suggested that feeding assistance should be designated to other staff who are 
appropriately trained well and those who need help must be identified beforehand. 
Such initiatives will ensure patients feel more confident and less worried about the 
quality of assistance provided or ashamed to seek for help. Staff did not realise that 
their actions could elicit emotions that could severely damage patients’ self-esteem, 
trust and the bond shared with patients. Therefore, provision of assistance should be 
restructured to ensure patients are not neglected at any point.
4.14.3 Dietetic Advice
The majority of patients (fifteen out of eighteen) patients were unhappy with current 
dietetic advice and requested more guidance. Patients regarded themselves as lacking 
in nutrition knowledge and anticipated for advice concerning their eating habits (e.g. 
advice on selecting suitable types of food). To date, the need for dietetic advice was 
not highlighted in many researches.
Specifically, patients in in-house hospitals did not like food being served by 
attendants, as they were perceived as incompetent and lacking in dietetic knowledge. 
Differences (in terms of dietetic advice) between ‘in-house' and ‘outsourced' 
catering system is new, as only differences between decentralised and centralised 
plating system has been reported before (Hartwell et al., 2006).
‘T think the attendants who serve the meals are not experienced and often 
wrong diets. "(Patient 2, male, in-house hospital)
“I  get quite worried when attendants serve because I  have been served the 
wrong diet before. I  prefer someone who knows what they do. "(Patients 11, 
male, in-house hospital)
Similar to assistance, patients indicated dietetic advice was better in ‘in-house' 
hospitals, mainly because they have a genuine relationship with nurses compared to 
patients in outsourced hospitals. Patients abide by the nurses’ advice, for example; 
even when they do not like the food, they will try to eat. Nurses and foodservice 
managers felt involvement of Dieticians were not adequate and must be improved. 
Nurses selected food based on advice from doctors or dietician and the decision was 
based on patients’ basic health conditions, neglecting aspects such as patients’ 
preferences and allergy.
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‘‘My role in ordering food, when patient is admitted, we check first their 
case.. Whether they have any health condition...like diabetic, high blood 
pressure and then we order accordingly. But I  prefer ordering is done by 
Dieticians as they know better” (Nurse 6, rural, in-house hospital)
‘‘We only consider their health condition. Allergy and preferences doesn’t 
count” (Nurse 9, urban, outsourced hospital)
Dieticians raised the issue of patients’ allergies and the importance of nutrition in 
serving food, but other staff were either not familiar or hardly received any patients 
with allergy, hence they did not think it was importance. Kowanko et al., (2001) 
found nurse’s knowledge was limited on nutritional requirements (e.g. allergy), 
hence they provided limited suggestion for patients on selecting appropriate food. 
Similarly, other studies had highlighted that nurse’ knowledge and application of 
nutrition principles as poor (Kowonko et al., 1999; Perry, 1997). Therefore, it can be 
concluded that there is a need to raise nurses’ awareness on the importance of their 
role, especially in food provision.
Tools which assist staff to provide appropriate dietetic advices were not heard. Tool 
such as Malnutrition Universal Screening Tool (MUST) is used universally used to 
identify if patients were at risk of malnutrition as indications were often not 
physically visible. Although weight and height were recorded upon admission, it was 
not used to classify whether a patients is underweight, normal or overweight, but 
most of the underweight or undernourished patients were not identified. Hence, 
underweight patients often leave hospital with the same condition, as there was no 
intervention to address their conditions.
Doctors were not very confident in providing dietetic advice to patients as it was not 
their area of expertise. Doctors who were responsible of ordering food for patients 
were dissatisfied with the absence of tools such as MUST. The tool could indicate 
patients’ health condition and facilitate development of an appropriate meal plan 
according to the patients’ health. Currently, only whether a patient is diabetic or 
hypertension was considered before ordering food.
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“I  think one o f the reason patients often come back to hospital again and 
again is because they are frail when they leave the hospital. Screening such 
as fo r  malnutrition must be made compulsory! I t ’s not that difficult to do that, 
just add another column in the admission form. Besides, dieticians should be 
more involved in ordering food. ” (Doctor 2, male, rural, in-house hospital)
It was felt that there should be a Dietician or nutritionist in each hospital regardless
of the size of hospital as their role is very important.
“I  call the Dietician since there is no dietician here in the other hospital and 
explain the patient’s condition and she will advise accordingly. Should have 
a Dietician here! ’’(Foodseiwice manager 4, rural, in-house hospital)
There is also a case of ineffective advice provision identified when patients’ 
condition did not improve.
“Usually they will find  out that the patient have been eating outside food  and 
not hospital food, therefore patient’s condition doesn’t improve. They is lack 
o f awareness and advice for patients ” (Foodservice manager 6, outsourced 
hospital)
This study identified the need for dietetic advice and identified the lack of dietetic 
interventions. Patients wanted to be better informed, hence the Dieticians and other 
staff should plan strategies to address this. Interventions could be relatively easy and 
not time consuming if proper tools, such as the MUST was used.
4.14.4 Disturbance
In the present study, patients’ attitude towards disturbance was interesting, as they 
did not mind being disturbed. However, studies have demonstrated that disturbance 
was one of the elements that affected patients’ feelings during meal time (Food 
Watch, 2006; Naithani et al., 2008). A ‘Protected Meal Time’ initiative has been 
introduced in many countries to allow patients to enjoy their meals (Hartwell et a l, 
2006), but was regarded as unnecessary by both patients and staff because 
disturbance was considered rare. Nevertheless, many were unhappy with the attitude 
of trainee doctors who did not respect patients’ privacy or consider what patients are 
doing when they do their check-ups. Trainee doctor’s insensitivity often ‘irritated’ 
and ‘angered’ patients, and made it difficult for patients to finish their meals. 
Disturbance during consumption elicited emotions (has not been highlighted in other
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studies), and common among patients due to the context where they consumed food 
(hospital).
“There are students here...they keep coming here to check the patients etc. 
They won’t even ask permission, they can be a disturbance during meal 
times. ” (Patient 14, male, outsourced hospital)
“Trainee doctors don’t care about patients. It is very hard to finish my food, 
they don’t care whether you are eating or not. ” (Patient 15, Chinese, 
outsourced hospital)
Staff suggested that the doctor’s visiting hours should be changed, as current meal 
times had been fixed to accommodate doctor’s availability and conveniences. It has 
detrimental impact on patients’ eating behaviour, where they skipped meals and 
consumed food from outside.
“I t ’s not necessary to have a regulation stating the doctors can’t disturb 
patients. We can change the doctors’ visiting hours to 9am, so that from  
7.30am till 9.00am the patients can eat. Now, we serve at 7.30am, at 8.00am 
the doctors start their rounds...so there is disturbance! ”
(Foodservice manager 1, rural, in-house hospital)
“Patients have not complained about the disturbance but because they ask us 
to buy food fo r  them after dinner time, we understand that dinner is served 
too early and they get hungry after that. Need to change the timing as 
current serving times are adjusted according to doctors ’ routine. ” (Nurse 7, 
urban, outsourced hospital)
4.15 Eating Environment
Patients’ attitude towards hospital food has been found to depend on variety, food 
presentation, and physical dining setting (Cardello et al., 1997), making eating 
environment an important aspect of hospital food provision. In Malaysian public 
hospitals, eating environment in the ward varied between classes largely because of 
the number of patients in a ward (in 1st class, a maximum of 2 patients share a room, 
where in 3rd class wards, more than 20 patients were placed in a room). Impact of 
class differences on eating environment has not been reported by other researchers, 
probably because it is unique to Malaysian public hospital. Dissatisfaction with 
eating environment was evident among 3rd class patients, although they seemed 
tolerate the situation.
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“In a 3ld class ward, its open space and there are many patients, you are not 
placed in one room, so get all sort o f smells and sounds. People crying in 
pain, coughing and vomiting are the obvious ones.” (Patient 2,rural, in- 
house hospital, 3rd class)
There were two main things that were used to describe their eating environment -
smells and sounds. Sounds such as coughing, crying in pain and vomiting was
considered very disturbing during meal times, making it hard for patients to eat.
Preferences and perception towards certain food were often enhanced by smell or
aroma (Salles, 2006), unlike for patients. Compared to sounds, smells were even
harder to tolerate, especially the ‘medicinal’ smell due to disinfectants used for
cleaning made them perceive food tasted like ‘medicine’.
“The difference between hospital food and home cooked food is the smells 
like medicine. I  don 7 think they have added something in the food  in the food  
that makes the food smell like medicine but maybe the surrounding smells 
like that. ” (Patient 13, urban, outsourced hospital, 3rd class)
“No matter how tasty we cook and present well, patients will not eat because 
o f the smells in the ward is strong. ” (Foodservice manager 3, female, urban, 
outsourced hospital)
“Some can’t stand the smell o f  liquid used to clean the floor. Patients who 
are admitted first time may feel very uncomfortable but after few  days they 
will get used to it. I f  you ask the patients, they will say that they have 
learned to put up with it. ”(Nurse 6, urban, outsourced hospital)
“Some are not comfortable because they have wounds and colostomy bag 
because o f  the smell that is not nice, it may affect others who are eating. ” 
(Dietician 3, urban, outsourced hospital)
“I f  patients beside them are vomiting etc....for sure when they hear the sound 
cannot eat right? ” (Doctor 1, female, rural, in-house hospital)
Only patients who were not mobile preferred to eat in their bed, similar to reports by 
Lassen et al., (2005). Patients wanted an eating environment similar to home, as 
reported by Wright et al., (2006), Elmstahl et al., 1997). Other studies have also
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indicated that food quality was affected by patients’ expectation on eating location 
(Hartwell et al., 2006; Storable et al., 2004)
“I  don’t like to eat on the bed. I t ’s difficult to eat here, I  don’t eat much. I t ’s 
difficult to eat here but fo r  those who can’t move, i t ’s better to let them eat on 
the bed. "(Patient 7, female, urban, outsourced hospital, 3rd class)
Eating on the bed is viewed a lonely process, making them feel depressed and not 
motivated to eat, which can be changed by staffs attitude towards them. Elmstahl et 
ah, (1997) demonstrated how changes in hospital meal environment could affect 
behaviour and well-being by changing to a dining-room environment including 
paintings, carpets, and chinaware.
The outcome was positive, resulting in an increase in caloric intake and improved 
eating behaviour. Other studies have demonstrated that music can encourage patients 
to consume better, but these study were based on a nursing home, not a hospital 
environment (North and Hargreaves, 1996), but may have similar impact on patients. 
Changes to eating environment expected by patients in this study was rather basic, 
patients did not request for music, painting or chinaware as mentioned by Elmstahl 
et al., (1997).
Staffs view on eating environment was interesting, whereby all staff except nurses 
agreed that a communal dining area was preferred as the current environment was 
not conducive to food consumption.
“The practice o f eating on the bed is not clean...there is bedding and 
blankets that gets dirty, so should eat on the table i f  they can move. ” 
(Foodservice manager 1, rural, in-house hospital)
“Patients will eat better i f  there is a separate dining area because they will 
be eating together with others, friends, can chit- chat and also the 
environment. "(Dietician 1, urban, outsourced hospital)
“I  would suggest that patients should be encouraged to move around, some 
o f them don 7 even get up from the bed, only to get to the bathroom. I  would 
suggest there can eat maybe...at a separate area. It encourages patients to 
move around, be active. ” (Doctor 3, urban, outsourced hospital)
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“I f  there is a separate dining area, they can move and better eating 
environment, but it means transformation needs more money and changes in 
policies ” (Head o f Foodservice and Dietetics, Ministry o f  Health)
Although a communal dining area was anticipated, there were worries over cost and 
policy changes. Different groups of staff had different reasons, ranging from hygiene 
(cleanliness of bed where food was consumed) to psychology (eating setting similar 
to home). However, nurses rejected the idea of introducing a communal dining area 
in the wards, mainly due to additional workload. The reasoning behind nurse’s 
disapproval of communal dining area was lack of staff to monitor and assist patients. 
Nurses might have to transfer patients who are not mobile to have meals in the 
dining area.
“I f  there was a separate dining area just like at home, we have to transfer 
them to the dining area...it will be difficult.” (Nurse 6, urban, outsourced 
hospital)
“Should not have specific dining area, gives more work fo r  staff. ” (Nurse 10, 
urban, outsourced)
Views from various groups of people involved in creating a meal experience for 
patients indicated that environment certainly plays an important role in persuading 
patients to consume more. However, creating a separate area was not accepted by all, 
as it requires additional finance and responsibility. Therefore, implementation of 
such changes could only take place in light of evidence of the benefits. Studies 
highlighted that positive eating experiences depended on physical environment (e.g. 
table setting and lighting), and social factors, (e.g. social interaction and activities 
associated during meal times) (Lassen et al., 2005; Schenker et al., 2003). Besides, 
pleasurable eating environment was associated with arousal of emotions, whereby 
when environment is perceived as positive, emotions such as ‘joy’ and ‘content’ is 
reported and emotions such as ‘depressed’ and ‘unmotivated’ were associated with 
negative perceptions (Desmet and Schifferstein, 2008), which may have impact on 
patients’ eating behaviour (e.g. acceptance and rejection of hospital food). This 
makes it impossible to ignore the importance of a comfortable eating environment.
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4.16 Summary of Results
4.16.1 Meaning of food
Food was seen as a source of ‘enjoyment’, something that patients looked forward 
during their stay, but it was also the aspect that made them feel ‘miserable’, ‘sad’, 
and ‘disappointed’ when compromised quality of food was offered. Although 
expectation of hospital food was relatively low because of stereotype of institutional 
food, patients expected a cheerful atmosphere, a brief moment to forget about their 
health condition. In general, hospital food was a healing element and an example of 
healthy eating choice, although most patient ranked medication as the better healing 
element compared to food. This may be explained by patients’ perception that 
hospital food was something that patients consumed every day and not particularly 
eaten to get well. Interestingly, eating healthy food during hospitalisation certainly 
had a positive outlook on their health, making them feel ‘confident’ and ‘content’ 
that they were taking care of their health.
However, the influences of individual food preferences and food attributes (e.g. 
taste, temperature, presentation) were much stronger than anticipated outcome (food 
as healing and healthy food choice). This was because the main objective of eating 
was to enjoy and to have a pleasurable experience. Based on this, patients justified 
their preferences for food from outside and discontinuation of eating hospital food. 
Although it was evident that provision of healthy food could have profound and 
long-term impact on patients’ eating habits, this was only possible with adequate 
awareness and effective advice or counselling from staff. To date, preferences to 
consume have been explored intensively as possible psychological influences 
(Rozin, 2006, Cardello and Schütz, 2007). However, this study indicated that the 
conceptualisation of ‘meaning of food’ was also equally influential on consumption, 
particular among patients.
4.16.2 Familiarity of Food
Familiarity of food was particularly important because it created a ‘nostalgic’
feeling, which provided a connection to their home and background (e.g. cultural
eating habits, everyday eating habits and religion). Reminder of home was
anticipated as it made them feel closer to home and habitual eating behaviours were
difficult to be changed (especially when sick). Patients’ daily eating habits (e.g.
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preferences of sugar in all dishes or fish dishes for breakfast) was particularly 
influenced by locality of the hospitals, some which was considered as unacceptable 
and weird in other location. Such eating habits were acknowledged by foodservice 
managers and dieticians, where menus were modified accordingly, which were 
appreciated by patients. Provisions of ethnic food had more profound impact on 
patients’ food consumption and were not addressed by the hospital.
Being a multi-ethnic country, hospitals were expected to cater for all ethnics, but 
only Malay dishes were served in general. This was which was difficult to accept by 
non-Malay patients, especially when they were very sick. Disapproval of other 
ethnic food triggered ‘disgust’ as they could not accept the taste and smell (aroma), 
due to their altered appetite. Provision of choice of ‘spicy’ and ‘non spicy’ food 
failed because it did not address ethnic food and choices was not provided.
In regards with religion based food, again the non-Malays (or non-Muslim) patients 
were not confident to eat hospital food. They were sceptical about the ingredients 
and cooking method used, hence often decided not to eat. Consuming hospital food 
which was not permissible according to their religion accidentally often ‘angered’ 
and ‘saddened’ patients but were very ‘surprised’ and ‘happy’ when informed about 
availability of vegetarian options. Sensitivity towards their beliefs was essential, as 
negative emotions experienced often lead to adversity towards hospital food. 
Foodservice managers and the Head of Foodservice were unaware that hospitals 
neglected to provide food according to religion, and its impact of patients’ emotional 
well-being and subsequently food consumption.
Familiarity of food often created pleasurable eating experiences, attributed by 
integration of factors such as;
• Combination o f different dishes in a meal (rice and milk coffee)
• Characteristics offood (cold, hard), repetition o f certain type offood  
(rice for lunch and dimer)
• Practicability o f eating (serving whole fruit), and
• Different types o f meals (light or heavy meals)
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Breakfast and dinner were meals that affected their eating experience mostly, due to 
their daily eating habits. Besides, provision of snacks was anticipated and expected 
to reduce ‘boredom’ in-between meals. There was wide difference in terms of 
appetite and preferences among patients, which was not addressed especially 
between healthy (preferred everyday food) and sick patients (preferred soft and soup 
based dishes). Serving familiar food created pleasurable eating experiences. 
Pleasurable eating experience differed between classes (1st, 2nd and 3rd class wards), 
as providing fruit juices and cut fruits for only 1st class patients was considered as 
unacceptable by patients in other classes. This was because regardless of the class, 
there were patients who were too frail or sick to peel, cut or chew the whole fruits 
served. Patients in lower classes felt ‘neglected’ and had low ‘self-esteem’ due to 
differences between the classes, but how this was reflected in food consumption was 
unclear (in study one). Staff agreed that current foodservice provision did not reflect 
patients’ eating habits and preferences, which could be due to lack of proper 
communication channel between wards to the kitchen. Pleasurable eating 
experiences were certainly achievable by simply addressing patients’ eating habits 
and preferences.
4.16.3 Influences of Food Attributes on Eating Behaviour
Patients’ eating behaviour was mainly influenced by factors related to food
attributes. Presentation, taste and temperature were influenced their decisions 
regarding hospital food. For example, whether they ate hospital food at all, whether 
they finished their food or continued eating the type of food served in the hospital 
(healthy food) after discharged. These attributes were previously identified as causes 
of compromised consumption among patients (Johns et al., 2010; Elia et al., 2009; 
White et al., 2008). Food attributes which influenced patients’ consumption were 
also one of the main attributes that formed early food models (Randall and Sanjur’s 
Model, 1981). This indicated that the attributes were not only strongly related to 
food consumption, but also generally recognised as influential factors.
Presentation was the first impression of hospital food which patients acquired. 
Therefore, aspects related to presentation, such as colour combination of different 
types of food on the tray, spillage, use of unattractive cutlery, cleanliness and 
freshness of food were influential. Often, emotions elicited such as ‘disgust’ made
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patients very uncomfortable to eat. Some patients stopped eating halfway when they 
found unpleasant condition (e.g. left over food sticking on the trays). Patients in 2nd 
and 3rd class wards felt food was presented better for 1st class wards patients. Patients 
who had experienced both centralised and decentralised plating system were certain 
that food was well presented when the centralised system was used, which was also 
recognised by staff, but has not been addressed to date.
Taste was undoubtedly the main factor which influenced patients’ consumption of 
hospital food. Patients associated feeling such as ‘anger’, ‘disappointment’ and 
‘sadness’ once they tasted the hospital food. This was even truer among those who 
had good appetite or were hungry. As patients wanted to avoid experiencing negative 
emotions, they often ate a minimum amount, just enough to avoid hunger. Reduction 
of certain ingredients to the minimum level (e.g. salt and sugar) were considered not 
irrational and suggested to be carried out in stages according to severity of their 
health condition. This was to encourage patients to eat hospital food, and avoid 
consumption of food from outside (possibility of higher sugar and salt content).
Staff were not aware of the different taste preferences among healthy and sick 
patients. Similar to presentation, taste differed between classes, but was distinctly 
associated with type of catering system used - "in-house’ or ‘outsourced’. Patients 
linked better taste to ‘in-house’ catering because food was prepared in similar way as 
at home. In ‘outsourced’ hospitals, mass catering was practised where food was 
prepared in large quantities, with minimum cost, therefore, little consideration was 
given to the taste. Foodservice managers’ lack of control on preparation and cost 
control in ‘outsourced’ was identified as root of the problem by foodservice 
managers. While doctors blamed hiring of cooks without any nutrition or dietetics 
knowledge. Both doctors and dieticians were more concerned about taste of 
therapeutic diets, indicating kitchen staff need to be innovative in creating menus 
and equipped with knowledge on therapeutic diet preparation. Overall, foodservice 
managers’ concerns were broad, compared to other staff.
It was interesting to know that patients were willing to consume tasteless food if it 
was hot. Patients did not eat cold food, as it lacked in aroma and the attributes of
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food were changed (food became hard), which elicited emotions such as ‘sad’ and 
‘disappointment’. Providing food at right temperature was a practical issue, mainly 
due to lack of heating facilities. However, there were other factors as well, such as 
number o f food trays prepared, type o f plating system (centralised or decentralised) 
used and the distance between kitchen and wards as well. Temperature of food was a 
general problem, but severity of the problem differed, depending on the size of the 
hospital (big or small) and type of plating system used (centralised/decentralised). 
Again, there was unfair provision between the classes, where for only patients in 1st 
class were served using trolley with temperature control. All staff wanted food to be 
served at right temperature regardless of class, but it was only possible with adequate 
allocation (to purchase heating equipment).
Staff strongly opposed the notion of outsourcing, and preferred food to be prepared 
under the supervision of their own staff (hospital staff), with adequate freedom on 
budget and staff management. The decision to outsource was introduced due to lack 
of manpower, and as an initiative to provide better service for patients. However, it 
failed to address patients’ preferences, and resulted in compromised food 
consumption and high food wastage. Although it was unclear (in study one) how 
emotions were elicited by food attributes, patients were clearly ‘disappointed’ and 
‘disgusted’ by lack of attention designated on food attributes, which in turn affected 
their consumption.
4.16.4 Rights to Choose
To date, patients in Malaysian public hospitals are not given menus to choose their 
meals and the actual meal is unknown until it is served during meal time. It was quite 
‘sad’ and ‘frustrating’ for patients when food that they do not consume was 
provided, with no choice to change. In order to avoid any disappointment, they asked 
their family members to bring food from home. Patients wanted menus, as their 
appetite changed frequently, hence they wanted to make an informed choice rather 
than blindly accepting food that was provided. This was supported by dieticians and 
doctors who advocated introduction of printed menus with additional information 
such as nutritional content of food. Foodservice managers wanted the policy of 
providing food according to classes to be abolished, as preparation of food was
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segregated according to classes in the kitchen. The way also proved to be an 
ineffective way to manage the workforce and did not serve patients equally.
Most patients wanted smaller portion sizes of food, although those with better 
appetite requested for larger portion sizes. Appearance of large amount of food often 
‘nauseated’ patients, and they were very uncomfortable to eat. Requesting for larger 
portion size was often ‘embarrassing’ due to ‘fear’ of rejection. However, it was 
considered more embarrassing in centralised'’ hospitals, as food was readily plated, 
hence difficult to change the orders. Actions of particular staff (particularly nurses) 
elicited negative emotions, which should be addressed as actions are often associated 
with compromised consumption among general population (Mehrabian, 1995; 
Desmet and Schifferstein, 2008), and was also present amongst patients. All staff 
except nurses and dieticians anticipated reduction in food wastage and could enhance 
level of comfort in consuming if different portion sizes were provided. Dieticians did 
not agreed as the current portion size was the standard measurement of calories 
needed by a healthy individual.
4.16.5 Feeling Cared by Staff
Patients were often emotionally distraught during hospitalisation, and staff’s attitude 
towards patients helped them to cope better (Belanger and Dube, 1996). 
Communication between patients and staff, especially encouragement, advice and 
greetings were considered as essential to make patients feel better. Greetings (a form 
of empathy) was particularly important, which indicated staff ‘acknowledged’ 
patients’ presences, resulting in feeling ‘special’ and ‘happy’. Empathy was better in 
‘in-house’ or small hospitals, especially from nurses. Some staff even accompanied 
patients during meal time, which created a huge difference in amount of food eaten, 
due to encouragement provided and the social elements. Nurses’ negative attitude 
(e.g. shouting and scolding patients during meal times) was related with negative 
emotions such as ‘sad’ and ‘depressed’. Nurses realised their role in making patients 
more comfortable during hospitalisation, but they had too many responsibilities and 
were often blamed for not being empathie. Other staff perceived showing empathy 
was mainly nurses’ responsibility, as they worked closely with patients.
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Provision of assistance was considered as part of empathy shown toward patients, 
but there was generally lack assistance in the hospitals. Most patients choose not to 
seek for assistance because they were ‘shy’ and ‘loss of their pride’, as they were 
dependent on staff to carry out simple tasks. If possible, patients wanted staff to 
recognise and offer help before they request for help. Better assistance was provided 
by trainee nurses and kitchen staff who served food, which patients were satisfied 
with. Assistance during meal time and modification of meals could help patients to 
eat better but there was lack of recording and reporting of information for better food 
provision.
Another factor that made patients feeling cared for was provision of dietetic advice. 
Patients considered themselves to have limited knowledge on aspects related to 
nutrition, therefore, wanted some advice from the experts. Doctors usually decided 
the type of meals, indicating the insignificant role of dieticians, as they were only 
consulted when patients had chronic health condition. Malnutrition screening tools 
such as MUST (Malnutrition Universal Screening Tool), is needed to identify 
patients who were at risk or malnourished at point of admission, and for prescribing 
food accordingly. Lack of awareness of such tools is considered unacceptable, as re­
admission and prolonged stay could be effectively addressed if screening tools were 
used.
Disturbance from trainee doctors ‘angered’ patients, due to their lack of 
consideration and uncaring attitudes. ‘Protected Meal Times’ initiative was regarded 
unnecessary in Malaysian public hospitals, as they envisaged that change of serving 
time was much appropriate. Current serving times had either too long or too short 
gaps between meal times, which resulted in patients feeling ‘unfulfilled’ (when gap 
between meals to short) or ‘hungry’ (when gap between meals too long). Serving of 
food too often was also associated with ‘discontentment’, as it created sense of 
‘boredom’ and ‘hate’, resulting in omission of the meal entirely.
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4.16.6 Eating Environment
The environment where individuals consumed food affected their food preferences 
(Nyguyen et al., 2001; Prescott et al., 2004; Diamond et al., 2005), which was quite 
similar among patients. Overall, the environment in the hospitals contributed to 
patients’ eating behaviour. Particularly, the impact of sound and smell were 
prominent in the 3rd class wards, due to open area setting, where large number of 
patients shared the same vicinity. Staff’s attitude of cleaning the floor during 
patient’s meals times also contributed their discomfort. Over time, patients accepted 
the sounds, but it was particularly difficult to eat with unpleasant smells, which 
nauseated patients. Perhaps, these patients will consume better if they had the 
opportunity to eat in communal dining area, away from unpleasant sound and smell. 
Patients also anticipated for some socialising during meal time, as current setting of 
eating on the bed provided little opportunity and were considered as a ‘lonely’ 
process. All staff suggested a communal dining area in each ward, but nurses 
preferred patients to eat on their bed, as it was more convenient and less workload 
for them. Staff have to understand the difficulties patients face and provide services 
that reduces their difficulties, therefore, staff should not provide services according 
to their conveniences.
4.17 Conclusion
The patients and staff in this study represented different perspectives with conflicting 
expectations, although there were some elements which both groups agreed. Hospital 
food signified as a source of enjoyment, therefore patients expected alteration on 
various aspects of hospital food provision. Failure of hospital authorities to identify 
factors that contributed towards patients’ conceptualisation of hospital food resulted 
in poor acceptance of hospital food. Besides, poor communication between patients 
and staff hindered staff from understanding better patients’ preferences and their 
difficulties during hospitalisation.
Staff, especially nurses carried out their duties in a routine matter with little regards 
for patients’ overall well-being and emotional experience during hospitalisation. 
Neglecting responsibilities were repeatedly associated with failure to address 
patients’ preferences, therefore necessary measures should be introduced (e.g.
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delegating responsibilities to kitchen staff to help nurses). Foodservice managers and 
dieticians should be warranted with more authority, and given more responsibilities 
to manage the hospital foodservice. Doctors need to be more participative, as they 
had limited knowledge on aspects related to food provision. Nurses should 
understand the impact of their role on patients’ food intake and emotional well­
being.
Policies such as the class system should be abolished because it is considered as a 
segregating policy and impediment for effective food management. Overall, 
problems relating to foodservice were fundamental issues, which can be addressed 
through various improvising measures, as indicated in Literature Review 2.4. In all 
the themes discussed, there were clear evidence food elicited emotions and some 
influences of emotions correlated between emotions and hospital food consumption 
was not well established in this study, hence needs further investigation. Justification 
for further study (study two) is discussed in Chapter 5.
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5.1 Introduction
In the general population, emotion was strongly related to food consumption. For 
example, ‘comfort food’ (food whose consumption evokes psychological 
comfortable and pleasurable state for a person) was associated with elevation of 
negative feeling and increase in positive emotions during consumption (Dube et al., 
2005; Wansink et al., 2003). Patients are known to prefer ‘comfort food’ (Dallaman, 
2003), but the role of emotions in patients’ food consumption remains hidden. It 
could be justified that eating in hospital could result in changed eating behaviours 
and subsequently affect their nutritional status. Focus on emotions related to food 
consumption was considered necessary because of its impact.
One of the main consequences of compromised food consumption is malnutrition, 
where up to 60% of hospitalised patients was undernourished upon admission 
(Correia and Waitzberg, 2003). Although there are no figures for Malaysia in 
published literature, the figures are expected to be high as prevalence of malnutrition 
among elderly patients admitted in general wards alone was 10.9%, which was 
considered high (Shahar et al., 2002). Malnutrition is considered as a huge problem 
all over the world, as studies have associated malnutrition with increased risk of 
subsequent mortality and morbidity, resulting in increased length of stay and cost 
(Green, 1999; Kyle et al., 2005). Evidence from the study one provided justification 
to focus on emotional well-being of patients during meal times. Therefore, this study 
investigates issues related to patients’ emotional experience in relation to food 
consumption, as outlined by the research rationale.
5.2 Rationale
In the consumer domain, study has proved emotions as an important psychological 
factor influencing satisfaction (Oliver, 2000), but little is known in the hospital 
environment. It is also established that emotional experiences were associated with 
consumption may sometimes surpass the effect of cognitive components in
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satisfaction judgement (Dube-Rioux, 1990). The hidden relationship between 
emotions during hospitalisation and patients’ eating behaviour created a curiosity 
and initiated awareness to understand the complexity of patients’ emotional 
experience in regards to their food consumption. Emotion was suggested as the focus 
of study two, as it provided valuable information, from a psychological perspective.
Changes in eating environment (from home to hospital), combined with stress of 
being unwell may not be the only factors affecting patients’ eating behaviour, hence 
various dimensions underlying patients’ emotional experiences are proposed to be 
investigated. King et al., (2004) demonstrated that consumers in a different 
environment setting have different expectations. Consuming meals in a different 
environment from usual, particularly in hospital and being unwell could alter 
patients’ wants and needs, and subsequently alter their food consumption (evident in 
study one). It was established that not only patients’ health condition could have 
contributed to emotions they feel, but their eating experience itself could be a factor 
that affected them emotionally. Although emotion rarely emerged in studies due to 
its complexity and difficulty in explaining and interpreting, it was obscurely 
emphasised in study one, creating grounds for further investigation. It was hoped that 
by understanding the role of emotions among patients, staff and hospital authorities 
could address the underlying effects of emotions to promote better acceptance and 
consumption of hospital food.
5.2.1 Evidence from Study One
As stated before, study one focused on hospital food provision and its implications 
for patients’ consumption. It provided an understanding of how foodservice systems 
work in Malaysian public hospitals in addressing patients’ preferences. In general, 
patients were reluctant to voice their preferences. Their reluctance were driven by 
‘shyness’ and low self-esteem, especially among patients who were admitted in the 
3rd class wards. Their food consumption was affected by the negative emotions 
experienced. To date, influences of emotion in an environment dominated by class 
system and operation method (either ‘in-house’ or ‘outsourced’) is practically 
unknown.
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Each theme emerged in study one indicated that emotion was somehow concealed in 
their experiences. The themes - meaning offood  and familiarity offood  encompassed 
emotions such as ‘frustration’ and ‘sad’, which persuaded them to change their 
behaviour when unfamiliar food was served. Patients vaguely described how aspects 
such as presentation of food and absence of menu affected their emotions 
(‘disappointed’ or ‘excited’) under the themes - influence o f food attributes on eating 
behaviour and rights to choose. Themes feeling cared fo r  by staff and eating 
environment revealed ineffective communication and hospital setting, where a large 
number of patients shared the same vicinity were deeply affected emotionally. 
Therefore, this study proposed to study the role of emotions in both persuading and 
discouraging patients to consume hospital food.
5.3 Aim of Study
The aim of study two was to explore the influence emotions as a key factor on 
patients’ perception, intention and consumption of hospital food. Emotions elicited 
by food provision and its’ influences on eating behaviour among 18-65 years old 
patients in Malaysian public hospitals was determined.
5.4 Research Questions
The research questions were conceptualised from literature and study one. Study one 
was particularly useful in identifying the research questions as there were indications 
of elicitation of emotions.
1. What are the emotions that patients relate with their eating experiences?
2. Do the foodservice attributes (e.g. food choice, menu) affect patients 
emotionally?
3. Do food attributes (e.g. presentation, taste) affect patients emotionally?
4. Do environment (e.g. dining/eating area) attributes affect patients 
emotionally?
5. Do staff attitude and behaviour affect patients emotionally?
6. How do factors within the hospital food provision trigger emotions during 
meal times?
7. What are the consequences of the emotions elicited on patients’ food 
consumption?
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6.1 Introduction
It is often regarded that neither the nutritional value of food, nor the momentary 
bodily state are the sole determinants of individuals’ decisions concerning what and 
when to eat (Booth, 1994). This is particularly true among patients, as their health 
condition almost always alters their eating behaviour. In general, emotion has been 
determined as a key factor influencing individuals’ food choice (King and 
Meiselman, 2010; Eartmans et al., 2006). It is also had been identified as a key 
behaviour outcome of foods, along with cognitive and physical performance 
(Lieberman, 2005). Although there are strong evidences indicating that emotions 
affects food consumption, there has been relatively no research on emotion within 
hospital food provision. This could be attributed to factors such as lack of 
recognition that emotion plays an important role in patients’ food consumption.
In the findings of study one, it was evident that patients’ perception, intention and 
consumption of hospital food were also influenced by ‘emotions’ they experienced, 
apart from factors that were discussed in Chapter 2:Literature Review I. Through 
interview sessions, it was possible to highlight ‘emotions’, which was not usually 
visible through quantitative data collection approach. There are relatively limited 
researches on patients’ emotions in relation to food consumption, mainly because it 
is difficult to identify ‘emotions’. The decision to focus on patients was also because 
their food consumption was affected by ‘how they feel’ at that particular time. 
Therefore, fundamental aspects related to emotions and consumption is explored in 
this chapter.
6.2 Mood and Emotions
In conducting research on emotion and mood, it may be a struggle to distinguish 
between mood and emotion, as the answer is easier in theory than in practice (King 
and Meiselman, 2010). There is no consensus in the literature on a definition of 
‘emotion’ (Cabanac, 2002), but it is often regarded as short-term affective response 
to appraisal o f particular stimuli, situations, or events having reinforcing potentials
161
Chapter 6: Literature Review II (Study Two)
(Cabanac, 2002). Whereas, mood may appear and persist in the absence of obvious 
stimulus (Rolls, 2000). Cabanac (2002) indicated that the term emotion was taken 
for granted, most often defined with reference to a list: ‘anger’, ‘fear’, ‘joy’, 
‘sadness’ and ‘surprise’. Other terms often compared with emotion were ‘mood’.
In researching the emotions in relation to food consumption, distinguishing mood 
and emotions were essential (King and Meiselman, 2010), but the distinction 
between mood and emotion is unclear in food consumption studies (Small et al., 
2001). This was supported by finding, that there was a general lists and 
categorisation of mood and emotions, whereby certain elements could be defined as 
both mood and emotions (Gibson, 2006). However, important findings may not be 
identified as a result of such separation. As this is pioneer research to study emotions 
and hospital food provision, such separations could limit the understanding of the 
role of emotions. Besides, it is difficult to be certain whether one is identifying 
emotions or mood, as same terms are or words are used (King and Meiselman, 
2010). Therefore, in this study, both mood and emotion are seen as one component -  
emotions.
6.3 Emotion and Eating Behaviour
Emotion is established as a strong influence on food choice and eating behaviour 
(Dube et al., 2005; Dube and Cantin, 1999). It is crucial to study eating behaviour. It 
is widely known that eating behaviour changes according to emotions (Canetti et al., 
2001). For example, emotional arousal, such as ‘anxiety’, ‘anger’, ‘enjoyment’, 
‘depression’ and ‘sadness’ were often related to eating behaviour (Canetti et al.,
2001). However, Gibson (2006) indicated that the relationship between eating and 
emotions differed among different groups of individuals and specific emotional state. 
Being hospitalised could trigger certain emotions, which could be specific to that 
individual and have implication for their food consumption as a consequence, which 
are explored in study two.
It is known that human’s eating behaviours are very much affected by their emotions
(Canetti et al., 2002). Sensory preferences specifically are related to emotional
experiences, which in turn affects how individual judges the food (Kergoat et al.,
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2010). Sensory aspects were studied, as sensory properties often lead to distinct 
preferences of the food eaten (Kergoat et al., 2010). It was argued that establishing 
the impact of emotion on food consumption was considered highly valuable, as 
studies usually focused on socio-demographic and attitudes were clearly not 
sufficient to understand ‘why’ individuals preferred one product over another. One 
interesting finding was, those who experienced more intense emotions relied mostly 
on their feelings when it comes to food judgement (Gibson, 2006). It could be 
established that emotions were used as a tool in deciding aspects related to food 
consumption. However, this has been only established among the general population, 
not patients specifically.
Other researchers had reported that when negative emotions were experienced, 
individuals ate in an effort to gain ‘comfort’ or ‘distraction’ (Spoor et al., 2007; Stice 
et al., 2005). As such, prevalence of eating disorders and conditions such as obesity 
was initially raised many questions about the role of emotions (Canetti et al., 2001). 
This is because the stress was associated with increased consumption of high fat and 
highly palatable snack food (Spoor et al., 2007). Eating under stressful conditions is 
often related to ‘comfort food’ consumption, which is a way to alleviate ‘anxiety’, 
‘sadness’ and other negative emotions (Wansink et al., 2003).
It is unclear whether the stress of hospitalisation triggers similar eating behaviour 
among patients. This is because patients are not only under a lot of stress, but their 
appetite is also suppressed due to the medication and treatment they undergo. 
Therefore, there is more than stress that influences patients’ emotions, and 
subsequently their food consumption. How various factors contribute to patients’ 
emotion is unclear, as many studies often just list the emotions and do not explore 
the relationship between emotion and food consumption in-depth (Paquet et al., 
2003; Belanger and Dube; 1996).
6.4 Emotions Associated with Food Consumption
Basic emotions were considered universal, but there were different ways to conceive
emotions such as facial, biosocial and brain (Ekman, 1992). In the past, 38 different
sets of emotions, were reviewed from a psychological perspective (Ortony and
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Turner, 1990), shown in Table 6.1. The table indicates frequently mentioned 
emotions, often expressed by individuals as consumers. Although the emotions 
presented do not directly relate to consumption, it provided the basis for 
understanding the emotions that were elicited by a food product, service, brand or 
marketing stimuli.
Table 6.1 Basic Emotions in Psychological Literature
Basic Emotions in Psychological Titerature
Acceptance Anger Anticipate Anxiety Aversion Contempt Contentment Courage
Dejection Desire Despair Disgust Distress Elation Expectancy Fear
Grief Guilt Happiness Hate Hope Hostility Interest Joy
Liking Love Pain Panic Pleasure Pride Rage Sadness
Shame Sorrow Subjection Surprise Tender Wonder
(Source: Ortony and Turner, 1990)
Apart from documenting a list of basic emotions, Taros and Steenkamp (2005) felt it 
was important to arrange the emotions in a hierarchy, which consists of frequently 
encountered dimensions. Emotions were catalogued into 15 different approaches, 
where the emotions were separated as ‘positive’ and ‘negative’ effects. Taros and 
Steenkamp (2005) developed the hierarchical model as a way of integrating 
psychology and consumer behaviour in general. The hierarchical method was 
incorporated because there was concern whether emotions should be seen broadly as 
a general factor or as a positive and negative effect. Roseman et al., (1996), 
supported this by indicating that specific emotions has a distinct set of 
considerations, therefore, identification such as positive and negative was necessary. 
Besides, both positive and negative emotions were considered as always present in 
food consumption (Watson et al., 1999). Understanding aspects related to structure 
and context of emotions were expected to result in better understanding of emotions 
on eating behaviours.
Upon conducting content-analysis of 10 studies in psychology (by Taros and
Steenkamp, 2005), all emotion based words were divided into positive and negative
emotions. The list of emotions is presented in Table 6.2, and the number of
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references attached to each emotion shows the number of researchers agreed to the 
words as an emotion. According to Laros and Steenkamp (2005), there were more 
negative emotions words compared to positive. The Table 6.2 also indicates 
emotions emerged in relation to food consumption (shown in italic).
The positive and negative emotions identified were then arranged in a hierarchy 
manner, consisting of three levels, which were the basic level with 4 positive and 4 
negative emotions and the subordinate level with specific emotions (Laros and 
Steenkamp, 2005), shown in Figure 6.1. Despite the different way of classifying 
emotions, positive and negative effects were frequently used (Richins, 1997). 
However, basic emotions were assured to provide more information about feelings 
compared to the hierarchical manner as it was considered too structured (Desmet and 
Schifferestein, 2008).
Figure 6.1 Hierarchy of Consumer Emotions
Positive Affect Negative Affect
Aager Fear Sadness Shame Contentment
Asga Sored Depressed Embarrassed Codated
Prostrated Afraid Sad Ashamed Fuffilled
M ated Bamdy Miserable Humiliated Peacefrd
UnfblfIM Nervous E dpbs
Discontented Wbmed Nostalgia
Envious Tense Guilty
W a s
Op&müc Soy
B um m ed RnmWir
HopeM Passionate
* toin g
B o sa l ïentmisilal
foy&I 
M eved  
TnM
Entimsiastie
Pride
Pode
(Adapted from Laros and Steenkamp, 2005)
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Table 6.2 Positive and Negative Emotions
Negative emotion words Positive emotion words
Aggravations' b and c. Agitations' b and c, Agonyband c,
Alarmb’ c and d, Aliénation11, A nger a’ b’ c  d’ e’ f and g,
Anguish a’ b and c, Annoyance a’ b’ c’d" e’ f and h.
Anxiety a’ b’ c and e, Apologetic0, Apprehension a’ b and c, 
Aversion6, Awful6, Bad6, Bashful6, Betrayal6, Bitterness a’b andc, 
Blue a’ c and i, Bothered6, Cheerless8, Confused1’, Consternation6, 
Contempt b’c’e andg, Cranky6, Cross6, Crushed1’, Cry6, Defeat11, 
Deflated a andb, Defensive6, Dejection a’ b and c,
DemovaWzeâ:,D epression  a’ b’ c’d and h, Despair b and c, 
Devastation6, Different6, Disappointment a’ b’ c’d and f, 
Discomfort6, Discontent c. Discouraged6, Disenchantment6, 
Disgust a’ b" c' e’ g and h, Dislike b’c and g, Dismay b and c, 
Displeasure a’ b and c, Dissatisfied a and c, Distress a’ b’ c’d’ g’ i andj, 
Distrust c and e, Disturbed6, Down a and c, Dread b and c, Dumb6, 
Edgy6, Em barrassm ent a’ b and c. Empty a and c,Envy a’ b and c. 
Exasperation11, F ear b’ c’ d’e’ f  g’ lr i andj, Fed-upa, Ferocity11, 
Flustered8, Forlorn6, Foolish6, Frantic6,
Fright a’ b’ c aad Y\,Fnistration a’ b' c’d’ f and g, Fury a’ b and c,
Gloom b’ c’d and h, Glumness11, Grief a’ b’ c and f,
Grouchiness b’ c and i. Grumpiness b’ c and i. Guilt b’ c’ e’g andj. 
Heart-broken a and c, Hate b and c,Hollow6, H omesickness a’b and c. 
Hopelessness b and c, Horrible6,
Horror a’ b’ c and f, H ostility  b’ c’ h i andj, Hum iliation  b and c,
Hurt a’b andc, Hysteria11, Impatient a and c, Indignant6, Inferior6, 
Insecurity11, Insult b and c, Intimidated1’, Irateaand c,
Irked8, Irritation^'0’^ , Isolation b and c, Jealousy*'^’*, Jittery^, 
Joyless8, Jumpy6, Loathing11, Lonelinessa'b’c'\ Longing6, Loss6, 
Lovesick8, Low8’6, Mad8’6, Melancholy b and c, M iserya'b'c'd, 
Misunderstood6, Moping6, Mortification8’11, Mournful6,
Neglect b and c ,N ervo u sn ess^ '1'*, Nostalgia6, Offended1’, 
Oppressed6, Outrage a’b and c, Overwhelmed8,
Pain6, P anic  b and c, Petrified8’6, Pity a’ b and c, Puzzled1’, Rage11’6’6, 
Regret8,11’6’6’8, Rejection b and c. Remorse a’b and c, Reproachful6, 
Resentment a’ b and c, Revulsion11, Ridiculous6,
Rotten6, Sadnessa'b'c’AxS'&'h'\ Scarecf'c'h'\ Scorn11’6’1, Self- 
conscious6, Shame'3’*3’0'0'5'), Sheepish6, Shock a’ b and c, Shy6, 
Sickened8’6, Small6, Sorrow8’11’6’6’1, Spite11, Startled6’11, Strained6, 
Stupid6, Subdued6, Suffering b and c, Suspense6,
Sympathy11,Tensenessb'°'b, Terrible6, Terror a’ b and c.
Threatened11, Torment a’b and c, Troubled6, Tremulous6, Ugly6, 
Uneasiness a’ b and c, Unfulfilled, Unhappiness8’11’6’1, Unpleasant11, 
Unsatisfied6, Unwanted6, Upseta’6’6J, Vengefulness b andc, Want6, 
Wistful6, W oeband c, Worry b and c, Wrath b and c. Yearning6
Acceptance6’11, Accomplished6, Active1’-1, 
Admiration6, Adorationband c, Affectionband c, 
Agreement6, Alert1^ ,
Amazement11’ Amusementaband c,
Anticipationband c, Appreciation6, Ardent6, 
Arousala’b’d, Astonishmentb’d’1, At ease8’d, 
Attentive^, Attractionband c. Avid6, Blissb,
Brave6,Ca/ma’d, Caring b and c, Charmed8, 
Cheerfulness8’11’6’1’, Comfortable6,
Compassionband c, Considerate6,
Concern0,C ontentm enf’h’0’^ 1, Courageous6, 
Curious11, Delighta’b’6’d’h, Desire b and c, Determined^, 
Devotion6, Eagerness b and c, Ecstasy a’ b and c, 
Elation8’1’’6’1, Empathy6, E nchzntetf,Encouraging0, 
Energetic1, Enjoyment11’6’1, Entertained6, 
Enthrallment11, Enthusiasm3’0’0’^ ,  Euphoria b and c, 
Excellent6, E xcitem enf’b'°’d’{’l'\
Exhilaration11’1 Expectant6, Exuberant6, Fantastic6, 
Fascinated6, Fine6, Fondness b and c, Forgiving6, 
Friendly6, F ulfillm enf, Gaiety b and c, Generous6, 
Giggly6, Giving6, Gladnessa’b’6’d, Glee b and c,
Good6, Gratitude6, Greatc^ /tirj9pmes5a’b’c’d’6’f’h’1, 
Harmony6, Helpful6’11, High6,//o/?eb’6’8, Homy6, 
Impressed6, Incredible6, Infatuation b and c, 
Inspired*, Interested10, Jollinessb,
Joviality11, Joy8,11’6’6’1’8, Jubilation b and c. Kindly6’1, 
Lighthearted6, Likingb’6’8, Longingb,Lovea’b’6’e,
Lust b and c, Merriment6, Moved8,
Nice6, Optimism 33,
Oveijoyed8’6, Passion  a’ b 811(1 c,Peaceful0^ , Peppy1, 
Perfect6, Pity6, Playful6,P/e^wre8’6’11’1’1, 
Pride8’11’6’6’1’8'-1, Protective6, Raptureb, Reassured6, 
Regard6, Rejoice6, Relaxed6’11’1,
Release6, R e lie f’b’c'oX5, Respect6,
Reverence6, Rom antic0, Satisfaction8’11’6’11'1’1,
Secure6, Sensational6, Sensitive6,
S>ensvid\0,Sentimentality b 8nd c, Serened’6, Sexy0, 
Sincere6, Strong1,0, Super6, Surprise11’6’1’1, 
Tendemessb81111 c. Terrific6,
Thoughtful6, Thrill a’ b and c, Touched8,
Tranquility6, Triumph11, Trust6’11,
Victorious6, W arm-hearted3’1, Wonderful6, 
Worship6, Zealb, Zestb
Note: The emotion words o f  Richins; CES (1997) are in italics.
a Morgan and Heise ( 1988). f  Havlena et al. (1989). 
b Shaver et al. ( 1987). g Roseman et al. (1996). 
c Storm and Storm (1987). h Plutchik ( 1980). 
d  Russell (1980). i Watson and Tellegen (1985). 
e Frijda et al. (1989). j  Watson et al. (1988).
(Adapted from Laros and Steenkamp, 2005)
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Separating emotions according to positive and negative was regarded more 
beneficial than to create hierarchy list in identifying the consequences accurately as 
different emotions have different behavioural consequences (Laros and Steenkamp, 
2005). This is because the types of emotions were often associated with behavioural 
outcome. For example, some people become withdrawn and inactive when failure of 
service is experienced, and this could elicit ‘anger ‘(Bagozzi et al., 1999). In a study, 
Desmet and Schifferestein (2008), also classified emotions as positive and negative, 
and noticed that people used more positive than negative words in recalling food 
experiences and describing reaction to food samples.
Emotions, especially negative emotions have a different impact (Desmet and 
Schifferestein, 2008). This indicates that individual’s behaviour is difficult to be 
determined, especially when negative emotions are experienced. Among patients, 
food consumption and its relationship with emotion can be difficult to be 
determined, as there are various factors influencing their emotions during their stay 
in the hospital and they often experience more negative than positive emotions 
(Belanger and Dube, 1996). Regardless of the manner the studies have been 
structured, the studies (Desment and Schifferstein, 2008; Laros and Steenkamp, 
2005; Ortony and Turner, 1990) provided some insight on emotions that can be 
expected in relation to food consumption. However, it is unclear if the same 
emotions will be expressed particularly by patients.
6.5 Factors Associated with Emotion and Food 
Consumption
It is not easy to present clearly the conditions that underlie emotions in relation to
food consumption. Factors associated with the emotional state of individuals were
investigated because it was considered as very important to understand the role of
emotions. Emotions elicited by food may depend on the internal state of the
individual, such as the nutritional state (times since last meal, hungriness, or
thirstiness) and overall physical state (fitness and fatigue) (Macht et al., 2005). It
was also influenced by pleasures o f eating induced by the physical environment like
the table setting and social factors (e.g. interactions during meal times). As a result,
the best way to understand responses of stimuli of the food were the hedonic eating
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experiences, where food, physical environment and social factors were identified as 
main factors influenced emotions. It was also noted that the external conditions 
(environment, social factors) had more influences than food and internal conditions 
(e.g. motivation, cognitive and behavioural factors) (Berenbaum, 2002). This 
resulted in a more holistic framework, which included a wide range of factors that 
involved in elicitation of emotions (Macht et al., 2005).
Unlike Macht et al., (2005), specific study on positive emotions was conducted, not 
specific to food consumption and found various types of activities elicited different 
types of pleasurable experiences (Berenbaum, 2002). Activities were categorised as 
intellectual activities, enchantment, and openness to experiences, and associated 
with positive emotions such as ‘enjoyment’ and ‘pleasure’ in particular. The study 
also indicated that individual’s personality was a factor which influenced their 
emotions, especially during engagement in a social activity, also outlined by Watson 
et al., (1999). Nevertheless, social activities were determined as a possible 
contributor to positive emotions (Barenbaum, 2002) and specific to food 
consumption (Watson et al., 1999).
In a study focusing on negative emotions, it was found that people tend to eat more 
‘comfort food’ when negative feelings were experienced (Dube et al., 2005). 
‘Comfort food’ is food whose consumption evokes psychologically comfortable and 
pleasure state for a person (Wansink et al., 2003), which is often based on life-long 
preferences and habits (Wansink, 2002). Apart from negative emotions, age, gender 
and culture are also associated with ‘comfort food’ consumption (Wansink et al., 
2003). It was found that men ate comfort food when positive emotions were 
experienced, while women ate ‘comfort food’ when they felt negative emotions, 
which also triggered the ‘guilt’ feeling after completion of consumption. Larger 
number of individuals felt more intense negative emotions prior to consumption lead 
to comfort food consumption (Dube et al., 2005). Overall, negative emotions were 
associated with comfort eating and there were differences in their behaviour, 
affected by factors such as age and gender.
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Another interesting finding was that one element, namely ‘disgust’ was associated 
with eating behaviour (Troop et al., 2002; Rozin and Fallon, 1987). ‘Disgust’ was 
often related to a food or product, as the properties were viewed as unacceptable, and 
elevated by an individual’s ‘belief on the properties of the food that they ate (Rozin 
et al., 1998). Further investigation indicated that non-food aspects such as culture 
and moral values also influence the ‘disgust’ feeling towards food (Troop et al.,
2002). ‘Disgust’ was particularly strong in relation to behavioural outcome when an 
individual faces health or eating disorder, compared to a normal eating person 
(Rozin et al., 1998).
Desmet and Schifferstein (2008) explored both food  and context related factors in 
association with emotional responses. One of the challenges of the study was 
difficulties in identifying factors influencing emotions. For example, an individual 
mentioned ‘enjoyment’ in response to drinking wine, as result of a pleasurable social 
encounter. However, the relationship could be two ways, where the participants may 
have misinterpreted the conditions or the emotions could be influenced by the wine’s 
taste, colour and alcoholic nature. It must be respected that the answer provided by 
the participant was how it was conceptualised by individuals affected their 
preferences of food consumption later. Desmet and Schifferstein (2008) indicated 
that strict distinction between causes and the association was not necessary, as 
association also played an important role in eliciting emotions.
Five main factors were identified as factors associated with emotion in relation to 
food consumption; sensory attributes, experienced consequences, anticipated 
consequences, personal or cultural meanings and actions o f associated agent's, 
shown in Table 6.4. Explanation of each sources are explained below;
• Sensory attributes included usual, olfactory, and tactile qualities of food, 
which has a direct emotional impact. Importance of the sensory attributes 
could be essential. For example, an individual could be bored by the tasteless 
snack and be ‘surprised’ by the colour and flavours of a fruit combination 
served.
• Experienced consequences are mainly contributed by physiological 
consequences, such as feeling satiated and nauseated.
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• Anticipated consequences refer to how a person perceived consequences of 
eating before consuming food. For example, a person who anticipates an 
unwanted body weight will face ‘fear’ or eating fast food.
•  Personal or cultural meanings are generally meanings people attach to the 
food. For example, roasted takeout is eaten as it reminds their childhood 
Christmas.
•  Actions o f associated agents refer to a person who is associated with the 
preparation or the eating process, such as admiration of a chefs skill in 
preparing a particular dish.
All five sources discussed were factors that elicited possible emotions in tasting or 
eating food in a general context. Sources identified allowed further understanding of 
‘what’ triggered the emotions and various factors attached to a meal experience. 
Understanding the causes of certain emotions will be also helpful in determining the 
relationship between emotion and behaviour outcome. An understanding basic 
source that triggers emotions provided an indication on what to expect from 
patients’, although hospitalisation itself could manifest different sources of emotions 
and consequences.
Table 6.3 Five Sources of Food Emotions
Source Example Reported
1. Sensory attributes I was amused by the funny feeling o f the pasta in my mouth 
I was pleasantly surprised by the taste o f an exotic fruit 
I was bored by the unsalted meal
I was disgusted by the texture o f the snails that were served
2. Experience 
consequences
I was relieved after drinking a large glass o f water 
I was stimulated after drinking coffee
I was disappointed not to be energised after drinking an energy drink 
I was dissatisfied because I was still hungry after eating the dish
3. Anticipated 
consequences
I hope to stay healthy by eating fresh vegetables 
I am afraid of becoming fat because o f unhealthy food 
I desire for chocolate because I know eating it will make me feel good 
I was unpleasantly surprised to find hazelnuts in my chocolate bar, because 
these can cause allergic reactions
4. Personal of 
cultural meanings
I love strawberries because they make me think o f my girlfriend 
I am amused by magic candies because they remind me o f the carnival 
I hope for the Easter vacation when I see a chocolate Easter egg 
I was bored by the food that reminded me o f boring family lunches
5. Actions of 
associated agents
I was angry because the cook prepared a meal that I do not like 
I feel contempt towards people who eat meat 
I was ashamed for my bad table manners
I was proud because my friends complimented me on my cooking
(Adapted from Desmet and Schifferstein, 2008)
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6.6 Impact of Emotion on Food Consumption
Emotions often suppress or enhance food consumption, especially the amount of 
food consumed. For example, higher food consumption was reported during 
‘boredom’, ‘depression’ and ‘fatigue’ (Mehrabian, 1995). Low food consumption 
was reported during fear, tension and pain (Mehrabian, 1995). All emotions 
explained by Mehrabian, (1995) were negative emotions, but different emotions, had 
different outcome on food consumption. More recent studies also indicated similar 
results (Desmet and Schifferstein, 2008; Macht et al., 2005; Macht and Simons 
2000). Slightly different, Patel and Schlundt (2001) found portion size of meals 
eaten were larger during a neutral than positive and negative emotions. The 
uniqueness of the results was explained using the ‘Restrain Theory ’ by Polivy and 
Herman (1994). According to Patel and Schlundt (2001), individuals experiencing 
negative emotions often restrained from eating, and were also influenced by other 
factors such as previous experiences and meaning of food to them.
Feelings such as ‘anger’ and ‘enjoyment’ were related to a higher level of hunger, 
hence increases the amount they eat, and anger increased impulsive eating (Macht, 
1999). This indicates there are possibilities for individuals to eat impulsively and in 
larger quantities than usual. Study also indicated that emotions, (e.g. ‘depression’) 
were related to weight loss especially among individuals with health disorders such 
as, bulimia and anorexia-nervosa (Berry, 1999). Therefore, it can be concluded that 
generally, negative emotions could be associated with both increased and decreased 
motivation to eat. There is various impact of emotion on food consumption, but 
emotions affect amount, type o f food eaten. Hence, understanding the impact of 
emotion on eating is essential, as it has a strong impact on a person’s health.
A comparison of the impact of emotions on food consumption was carried out, by 
summarising experimental studies in normal-eating population, shown in Table 6.4. 
Various studies were reviewed and it was found that there were various measuring 
method, but the objective of each study was to understand the impact of emotions on 
eating (Macht, 2008). Regardless of positive or negative emotions experienced, it 
was difficult to determine the outcome on food consumption. Studies reviewed 
presented in Table 6.4 were based on quantitative studies, hence it was not possible
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to determine how emotions affected consumption. There is a gap for qualitative 
approach based research to understand the role of emotions elicited in-depth, 
emotion as an outcome or consequence.
Table 6.4 Effects of Emotions on Eating: Experimental Studies in Normal 
Subjects_____________________________________________________________
Effect Eating measure Emotion Reference
Increase Food intake Negative mood Lowe and Maycock (1988)
Negative mood Willner et al. (1998)
Fear Pine (1985)
Fear Pines and Gal (1977)
Fear Bellisle et al. (1990)
Arousal Glass (1967)
Arousal Cantor et al. (1982)
Arousal Grunberg and Straub (1992)
Boredom Abramson and Stinson
(1977)
Anger Macht (1996)
Hedonic responses Arousal/stress Ferber and Cabanac (1987)
Joy Macht et al. (2002)
Motivation to eat Joy Macht et al. (2002)
Anger Macht (1996)
Chocolate craving Negative mood Willner et al. (1998)
Decrease Food intake Negative mood Baucom and Aiken (1981)
Fear Schachter et al. (1968)
Fear Herman and Polivy (1975)
Fear Heatherton et al. (1991)
Fear Herman et al. (1987)
Fear Bellisle et al. (1990)
Arousal Grunberg and Straub (1992)
Hedonic responses Depressive mood Willner and Healy (1994)
Sadness Macht et al. (2002)
Motivation to eat Sadness Macht et al. (2002)
Arousal Macht (1998)
Chewing Arousal Macht (1998)
No effect Food intake Negative mood Frost et al. (1982)
Negative mood Tuschen et al. (1993)
Negative mood Telch and Agras (1996)
Negative mood Ruderman (1985)
Fear Reznick and Balch (1977)
Fear Heatherton et al. (1991)
Fear Schotte et al. (1990)
Fear Cools et al. (1992)
(Adapted from Macht, 2008)
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6.7 Theories Related Emotions and Eating Behaviours
A number of theories or models have been proposed to explain causes and effects of 
emotions on eating. Theories on emotions originated from literature on health 
disorders such as obesity, where else more general theories were conceptualised 
based on the general population (Canned, 2002). Macht (2008) indicated that 
theories attempted to focus on different aspects, were focused on psychological 
mechanism (e.g. Bruch 1969 and Slochower, 1983), physiological mechanisms 
(Williams, 2002) and biological orientated theories (Whishaw et al., 1992).
hi Table 6.5, a number of models used under various conditions to explain the 
emotions attached to food consumption is presented in a systematic way, where the 
models were divided into three different types (psychology, physiology and biology) 
(Macht, 2008). From Table 6.5, it is suggested that there are various causes and 
effects of emotions on eating behaviour. The information also allowed understanding 
of various approaches used to study the emotions attached to eating behaviour. 
Macht (2008) felt diversity of theories using different perspectives was not helpful in 
conducting a research as the theories were treated separately. Therefore, a more 
comprehensive theory or model was proposed, which included almost all the 
elements proposed by previous researchers and named as the ‘Five Way Model’ 
(Macht, 2008).
To date, the ‘Five Way Model’, developed by Macht, (2008) is one of the newest 
and most holistic model associated with eating behaviour. A flow chart diagram, 
shown in Figure 6.2 was constructed by Macht, (2008) to explain how these factors 
predicted emotion induced changes in eating, based on the ‘Five Way Model’. The 
theory behind the model was, emotion-induced changes of eating can be the result of 
interference (suppression of food intake or impairment of cognitive eating controls), 
a by-product o f emotions, and a consequence o f  the regulatory process (Macht, 
2008). The ‘Five Way Model’ could be regarded as a useful tool in studying 
emotional based eating behaviour as it includes various elements in predicting the 
outcomes of emotion on food consumption.
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Table 6.5 Previous Models of Emotion-Induced Changes
Type of model Explained
phenomenon
Mediating
mechanism
Scope Reference
Psychological Increased food intake Disinhibiting Restrained Herman and Polivy
models in response to restrained eating eaters (1984)
emotions
Impairment of Restrained Boon et al. (2002)
cognitive capacity eaters
Increased food intake Reduction of Emotional Bruch (1973),
in response to negative emotions eaters Slochower (1983),
negative emotions by eating Booth (1994)
Binge eating Escape from Restrained Heatherton and
aversive self- eaters, Baumeister (1991)
awareness bulimics
Physiological Decreased food intake Antagonistic Animals, Schachter et al.
models in response to stress physiological stress humans (1968)
and fear responses
Decreased hedonic Reduced brain Animals, Willner et al. (1992)
reactions during dopamine humans
chronic mild stress
Eating induced by tail-Activation of Rats Morley et al. (1983)
pinch endogenous opiates
Biological Increased eating speed Disposition to Animals Lima (1987),
models in a stressful ensure energy Whishaw et al.
environment supply (1992)
Eating bouts in Reduction of Animal, Cantor (1981
response to arousal arousal through humans
and frustration eating
(Adapted from Macht, 2008)
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Figure 6.2 A flow Diagram to Predict Basic Classes of Emotion-Induced
Changes on Eating (The Five Way Model)
Emotion
Control of 
food choice
no
Decreased food intakeIntense emotion?
no
Restrained 
eating ,
Increased food Intake
related to emotions?.
Emotional
eatingno
Emotion featuresXj^® Change of eating congruent 
with emotion features
No change of eating
(Adapted from Macht, 2008)
6.8 Food and Emotion Researches
Emotions are not easily measured, as it is highly subjective. Although many 
researchers have been conducted in empirical (quantitative) studies, they agreed that 
emotion is better understood in-depth when qualitative approach is used (King and 
Meiselman, 2010; Canetti, 2002; Williams, 2002). However, there are relatively 
small numbers of qualitative research studies on measuring emotions. At first, 
researcher used ‘intervention methods’ rather than ‘specific tools’ to examine 
emotions. For example, by interviewing people involved in the service industry 
(Oliver, 1994) or by providing a specific product (Holbrook et al., 1984). 
Researchers usually used the frameworks for emotions developed in psychology to 
study emotions related to consumption (King and Meiselman, 2010). Although these
175
Chapter 6: Literature Review II (Study Two)
models or theories functioned as the basic foundation to measure emotions, it was 
unclear whether the models or theories were applicable on emotions related to food 
consumption (Macht, 2005; Richins, 1997).
6.8.1 Measures Describing Emotions
Concluding that application of psychological models in studying emotions and food 
consumption was not suitable, researchers decided to focus on biological 
perspective. As a result, the 'Emotions Profile Index' was developed by Plutchik and 
Kellerman (1974), consisting 62 emotions descriptors. Besides, Izard (1977) 
developed 'Differential Emotion Scale ’ (DES), which was available in 4 sets, where 
the DES was the most frequently used in research (Mossholder et al., 1995). 
However, the reliability and validity of the instrument were questioned, as the 
measurements were based on a definition of emotion and other theories (e.g. 
cognitive theories), without applying a through scale development process (Plutchik,
2003). In addition, emotions based research in consumption needed in-depth 
information about the nature of emotions (Richins, 1997), and this element was not 
provided by the instrument discussed.
The Pleasure-Arousal-Dominance (PAD) was developed as a marketing tool to 
assess emotional responses to some type of marketing stimuli (Mehrabian and 
Russell, 1974). Richins (1997) argued that the context and content of the instrument 
were not based on emotions theory, as the scale in Pleasure-Arousal-Dominance 
(PAD) was designed not to capture the entire emotional responses to environmental 
stimuli (e.g. architectural spaces). Again, there were validity and reliability issues as 
interpersonal aspects of consumption were not included (Plutchik, 2003).
Understanding the lack of measures for consumption, Richins (1997) developed the 
Consumption Emotion Set (CES). The instrument was based on the work of Clore et 
al., (1987) and Ortony et al., (1988). Richins (1997) found a set of consumption 
related emotions descriptors using six empirical studies. After comparing the 
instrument with other measures, the CES was regarded as the best possible 
instrument to study emotions in association with consumption.This is because the 
CES represented a range of emotions individuals experience most frequently, shown
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in Table 6.6. However, the CES can be only regarded as a checklist to understand 
particular emotions expressed. It cannot be used to determine the relationship 
between emotion and food consumption.
Although Richins (1997) felt the CES was the most appropriate tool as empirical 
validation of the appropriateness of using CES was well established. Richins (1997) 
warned that certain emotions were not applicable in a certain context, hence 
suggested revision of CES according to the situation. So far, this instrument has been 
used widely in various fields such as tourism and hospitality (Beck, 2007), 
marketing (Bagozzi et al., 1999) and health care (Dube and Morgan, 1998). 
However, the instrument is yet to be applied in hospital foodservice or patients’ food 
consumption in specific. Regardless of the limitations, CES is regarded as one of the 
most comprehensive measures, to assess a range of emotions (King and Meiselman, 
2010) Bearden and Netemeyer, 1999).
Table 6.6 Consumption Emotion Set (CES)
Cluster (subscale) Descriptors (item)
Anger Frustrated, anger, irritated
Discontent Unfulfilled, discontented
Worry Nervous, worried, tense
Sadness Depressed, sad, miserable
Fear Scared, afraid, panicky
Shame Embarrassed, ashamed, humiliated
Envy Envious, jealous
Loneliness Lonely, homesick
Romantic Love Sexy, romantic, passionate
Love Loving, sentimental, warm-hearted
Peacefulness Calm, peaceful
Contentment Contented, fulfilled
Optimism Optimistic, encouraged, hopeful
Joy Happy, pleased, joyful
Excitement Excited, trilled, enthusiastic
Surprise Surprise, amazed, astonished
Other Items Guilty, proud, eager, relieved
(Adapted from Richins, 1997)
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6.8.2 Measures Indicating the Impact of Emotions
In studying emotions, researchers have also focused on identifying the impact of 
emotions, divided into positive affect (PA) and negative affect (NA), which was 
regarded as the dominant dimension of emotional experience (Watson and Clark, 
1994). Taking into account of the positive affect (PA) and negative affect (NA), the 
Positive and Negative Affect Schedule (PANAS) was developed by Watson, Clark 
and Tellejan (1988). It consists of 10 items to measure emotions. PANAS was 
claimed to provide independent measures of positive affect (PA) and negative affect 
(NA), hence it has been used to capture the impact of emotions elicited in various 
fields. The schedule has shown a high degree of internal inconsistency and stability, 
with the positive and negative sub-scales being largely uncorrected (Crawford and 
Henry, 2004).
In addition to the Positive and Negative Affect Schedule (PANAS) scale, PANAS-X 
was developed to reflect the valence of the mood disruptions (e.g. whether the affect 
represent negative or positive emotional states of the individual) (Watson and Clark, 
1999). PANAS-X consists of 60 items, an expanded version of the PANAS. 
Individuals participated in studies using PANAS-X was asked to complete the 
schedule in 10 minutes or fewer. The PANAS is widely adapted and used in clinical 
studies (Crawford and Henry, 2004), but very limited studies have used the Positive 
and Negative Affect Schedule (PANAS) on aspects related to food consumption in 
hospitals (Belangar and Dube, 1996). PANAS or PANAS-X were very useful in 
identifying a particular emotion in relation to food consumption, but the factors that 
elicits the emotions could not be highlighted.
Apart from the tools discussed, there are more specific instruments developed,
focusing on ‘mood’ rather than emotions. According to King and Meiselman (2010),
the ‘mood’ instruments, or rather questionnaires were used in clinical settings more
compared to the general population. As such, the Profile o f Mood States (POMS)
was developed by McNair et al., (1971). Originally, it was a 5-point scale (not at all
to extremely), measuring 65 adjectives. The survey using Profile o f  Mood States
(POMS) have one advantage - it could be used on a variety of timeframe (e.g.
feelings during the past week, today, right now and past 3 minutes). It also focuses
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on 6 dimensions of ‘moods’, mainly tension-anxiety, depression-dejection, anger- 
hospitality, visor-activity, fatigue-inertia and confusion-bewilderment. The Profile o f 
Mood States (POMS) is a widely used questionnaire in research, in both clinical and 
academic environment (Smit and Rogers, 2002; Lieberman, 2005), but has not been 
used in studying patients’ food consumption.
Another ‘mood’ questionnaire, the Multiple Affect Adjective Check List (MAACL) 
was also extensively used, particularly in the clinical environment (Smit and Rogers, 
2002; Lieberman, 2005). In developing the questionnaire, factor analysis was used 
to develop new scales, measuring ‘anxiety’, ‘depression’, ‘hostility’ and ‘sensation 
seeking’ affects. The questionnaire was developed in 1965, and later a revised 
version was published in 1985, renamed as the MAACL-R. The new questionnaire 
has 5 categories, in addition to the 66 adjectives included before. The POMS, 
MAACL and MAACL-R have similarities, as the questionnaires focuses on ‘moods’ 
rather than emotions. Although they are similar, the variation relies on different 
conditions and characteristics. Nevertheless, the questionnaires have been used and 
evaluated (reliability and validity) in producing meaningful data.
One of the newest approaches used in measuring emotions is the ‘facial scaling’ 
method, which uses particular software (King and Meiselman, 2008). It was noted 
that there were various facial scaling systems used and the latest ones are Noldus 
Face Reading, Emotionmics and PrEmo (King and Meiselman, 2008). Each of the 
system has different number of both positive and negative emotions. These systems 
have rather small number of emotions and were originally designed to study 
emotions related to products other than food rather than food consumption (King and 
Meiselman, 2010). A questionnaire is used to measure emotions and these emotions 
were usually aimed at a particular product. Facial scaling was generally used for 
products, and pays little attention to the overall eating experience. It could be useful 
in identifying relationship between particular food and emotion, but other elements 
related such as food delivery, menu, ordering, person who serves and the 
environment, which could influence their perceptions on food consumption, may be 
excluded.
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In conclusion, there are various types of methods or tools which can be used to study 
emotions experienced during consumption. One similarity that all the tools have is -  
it is very systematic in identifying particular emotions. The methods used are usually 
quantitative; hence do not allow identification of the reasons behind the emotions 
experienced. For example, patients may feel frustrated during meal time, which can 
be identified using the tools or methods discussed, but ‘what’ triggered the emotion 
cannot be determined. Knowing and understanding beyond a list of emotions 
experienced is important, which will enable planning of effective food provision for 
patients. Although tools such as PANAS or CES can be used in this study, there is a 
need to use other approaches (qualitative), which allows patients to convey the 
reasoning for the emotions they experience. Methods such as ‘interviewing’ or 
‘focus group’ could address this.
6.9 Emotion Based Researches in Hospitals
Service experience is more than cognitive evaluation of a received event, which has 
important subjective aspect that affects cognitive evaluation and probably the overall 
experience (Johns and Hartwell, 2008). However, in service research, there are a 
debate whether aspects related to the eating experience (such as satisfaction and 
consumption) is cognitive or emotional construct of their experience (Cronin et al., 
2000; Bagozzi et al., 1999). Wirtz and Bateson (1999) suggested evaluation of eating 
experience is partially cognitive and partially emotional. More specifically, food 
consumption and related aspects such as preferences and behaviour intentions were 
strongly associated with emotions (Petty et al., 1993; Simonson et al., 2001). 
Approaches used to understand emotional eating experiences in the service industry 
are usually quantitative. For example, the Profile Accumulation Technique (PAT) 
has been widely used (Johns et al., 2010; Johns and Lee-Ross; 1996).
Emotion is a subjective experience during service encounter, which is given more
and more recognition in the service industry (Prahalad and Ramaswamyl 2004), but
limited in the hospital setting. This is because the issue of emotions experienced by
patients and the potential role in satisfaction with food provided, compliance and
eating behaviour as a whole have been neglected and regarded as less important
(Belanger and Dube; 1996). Understanding the basis of patients’ emotions and
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acknowledging their emotions in food provision will make an important contribution 
towards food consumption, and perhaps their nutritional status.
To date, there are not many studies focusing on patients’ emotional experiences. 
Belanger and Dube (1996) used the PANAS questionnaire to identify emotions that 
patients experience during meal times. Various emotions, mostly focusing on 
negative emotions were highlighted. The relationship between emotions and 
satisfaction with foodservice provided was direct for positive emotions, and arousal 
emotions were negatively associated with satisfaction However, it was unclear how 
or what triggered the emotions they experienced. Besides, the study focused on 
emotions as a moderator of satisfaction with foodservice, not entirely focused on 
patients’ food consumption.
In a study focusing on food consumption of patients with heart failure, emotion 
emerged as an important factor associated with their food consumption (Jacobsson et 
al., 2004). By incorporating a qualitative approach (interview sessions and grounded 
theory analysis), it was found that the meaning of food changed during the 
development of the disease and food consumption was associated with the emotions 
experienced. Both positive (e.g. comfort) and negative (e.g. sorrow, burden) 
emotions were reported. Interestingly, their emotions were related to psychosocial 
and physiological issue, which often led to Toss of identity’. A variety of factors was 
associated with their food consumption, but it provided limited information on the 
role of the factors related to ‘hospital foodservice’.
In a more recent research, Johns et al., (2010) studied patients’ emotional experience 
using Profile Accumulation Technique (PAT), which allowed identification of the 
key words used by patients in conveying their eating experiences. The study was 
conducted on a small scale and focused on a more quantitative approach, which did 
not allow analysis of their experience in-depth. Johns et al., (2010) suggested 
interview or focus group sessions as essential to obtain deeper and broader insight 
from patients.
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6.10 Conclusion
In this chapter, various aspects focusing on emotion and food consumption were 
addressed. It provided an understanding of the role of emotions in food consumption. 
It also provided some insight on methodological aspects for study two. Based on 
analysis of various tools and methods used previously, the most suitable approach 
was identified. Tools and approaches used to date focused on acquiring empirical 
data, while this study aimed to obtain subjective data that provide in-depth insight 
and complements the empirical findings presented by other researchers. Therefore, 
interview sessions and Critical Incident Technique (CIT) method were used to highlight 
the relationship between food consumption and emotions among patients. By 
understanding the basis of patient emotions, ‘how they feel’ was expected to be 
highly regarded in delivery of foodservice, food provision and diet counselling.
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7.1 Introduction
In this chapter, the methodology aspects for study two are discussed. This includes 
research philosophy, design, method, data collection and analysis of findings. This 
study was an in-depth study, focused on patients’ emotional experiences during meal 
times and its’ consequences on their food consumption. Data collection for this study 
was mainly through interview sessions with patients, with incorporation of the 
Critical Incident Technique (CIT). After conducting study one, it was possible to 
identify most suitable methodology for study two, although most of the methods 
were similar to study one.
7.2 Research Philosophy
The research philosophy selected for study two was similar to study one, hence 
discussion for research philosophy is presented in Chapter 3 (3.1 Research 
Philosophy). Intepretivism was also the research philosophy for study two because 
its characteristics best suits the aim of study two. However, the rationales for 
choosing Intepretivism, particularly for study two are;
• The study aimed to explore (in-depth) the influences of emotions on 
consumption of hospital food. The nature of the study therefore focused on 
patients’ perspective and their own definition of their eating experiences. It 
involved human actions, which continuously re-created social life (Cohen et 
al., 2007), which is regarded as an intepretivism.
• This study relied upon theory building rather than theory testing (positivism 
approach). The research questions focused on investigating not only the 
emotions attached to their eating experience during hospitalisation, but also 
how the emotions were triggered and its impact on food consumption. This 
required a very subjective approach, where intepretivism most suitable.
• Study two focused on details of patients’ emotions during meal times, the 
reasoning behind the emotions they experienced (subjective meanings 
attached to their consumption), and motivated factors that prompt them to 
behave (eating behaviour) in a particular way. This required taking into 
consideration of the characteristics of Intepretivism in conducting the study.
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• This study required interpretation of specific information pertaining to 
patients’ emotional experiences and eating behaviour. Both studying 
behaviour and interpreting behaviour required intepretivism approach 
(Blaikie, 2007).
In conclusion, this study intended to gather qualitative data to rationalise the views 
and experiences of patients during hospitalisation, where emotional experience was a 
part of patients’ behaviour. The element of intepretivism that allowed understanding 
of the meanings of their experiences is essential for this study. Questioning 
assumptions of patients’ eating experience were conceptualised to produce a better 
understanding of what patients’ go through as part of their meal consumption 
routines in the hospitals. Based on the discussion, it is conceptualized that 
intepretivism was the most suitable research philosophy for study two.
7.3 Research Design
7.3.1 Research Type
Research type of study two was different from the study one, where the descriptive 
approach was used. Descriptive research type was defined as type of study 
undertaken to ascertain and to be able to describe the characteristics of the variable 
of interest in a situation (Sekaran, 2010). The move from an exploratory (study one) 
to descriptive (study two) approach was mainly because characteristics of the 
descriptive approach which emphasised on detailed information of a phenomena 
(Saunders et al., 2009). Analysis of Table 3.1 (Chapter 3), indicated the suitability of 
descriptive approach, as the study can be an extension of the exploratory study, 
which in this case is an extension of study one. Besides, patients had vaguely 
explained the influences of emotion on their consumption in study one, which 
needed further explanation. This certainly required a descriptive approach. More 
specifically, based on the themes that emerged in study one, focus of the study was 
narrowed on the emotional experience of patients in relation to their food 
consumption (is an extension to the exploratory study).
As the focus of study two was determined as emotion based, again the inductive 
approach is suggested, same as study one. Administrating the inductive approach 
allowed a more flexible structure, which permitted changes in research focus as the
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research progressed. The research approach also allowed the researcher to think 
about the research strategies and choice that applies to the study, setting a guide on 
how to conduct the research step by step according to what was aimed to be 
examined (Saunders et ah, 2009). It is known that the inductive approach often 
involves open-ended and exploratory approaches (Saunders et ah, 2009). However, 
data collection in study two will used semi-structured interview method, mainly 
because incorporation of Critical Incident Technique (CIT). Therefore, the study was 
not open-ended entirely on that basis, although the overall approach was inductive in 
the ways of conducting the study two.
7.3.2 Qualitative Research
Qualitative research was also adopted for study two, similar to study one. Hence the 
characteristics and justification of using qualitative research in general are presented 
in section 3.3.2 (Chapter 3). However, specifically for study two, qualitative 
research was adopted because it was parallel with the aim of the study. Qualitative 
research focused on behaviours that occur (eating behaviour and the emotions 
experienced) and the way patients constructed their experience (emotional 
experience during meal times) (Johnson and Christensen, 2007). In achieving the 
aim of study, a qualitative data collection and analysis was required, hence 
qualitative research was selected. The form of data collection, especially in-depth 
interview allows probing further immediately to what patients said. How participants 
conceptualise certain aspects indicated their perspectives which were related to how 
they behaved emotionally and responded to the service provided to them.
Besides, for sensitive elements such as emotions, the qualitative approach is 
regarded as most appropriate because it is well known to provide extensive and 
complete view of a phenomenon (Mason, 2002). In analysing the most suitable 
research, comparison between qualitative, quantitative and mixed method were 
carried out (as presented in Table 3.2, Chapter 3). Other researchers have also 
indicated the need for incorporating a qualitative approach in studying emotion 
aspects, as there is a need to understand patients’ emotional experience in-depth 
(Johns and Hartwell, 2006; Belanger and Dube, 1996).
185
Chapter 7: Methodology II (Study Two)
In conducting qualitative research, phenomenology research strategy was used, just 
like in study one. In selecting the most suitable qualitative research strategy, 
comparison of other strategies were conducted, as presented in Table 3.3(Chapter 3). 
The main reasoning behind choosing phenomenology research strategy was the need 
to adopt an approach that allows description of individual’s experience (particularly 
patients’ emotional experiences). Phenomenology allowed a research to be 
conducted from the perspective of human behaviour which is not usually easily 
measured (Mason, 2002). Human behaviours such as inner thought processes are not 
often observable, and each individual has their own meaning on certain events, so it 
becomes hard to predict their behaviour. Phenomenology assumes that people will 
often influence events and act in unpredictable ways that upset any constructed rules 
or identifiable norms (Mason, 2002). Therefore, phenomenology is the most suitable 
approach in exploring patients’ emotional experience.
7.4 Research Methods
7.4.1 Sampling Method
Similar to study one, purposive sampling method was used in study two. Purposive 
sampling was useful where sampling for proportionality is not the primary concern 
(Saunders et al., 2009). The rationale to use purposive sampling method was driven 
by the need to identify individuals (patients), who have particular information. Based 
on study one, it was evident that patients were the right group of individuals to be 
included in this study, as they were the particular individuals who consumed hospital 
food, hence could related their emotional experience during meal times. Besides, 
there was a need to identify patients who were not only willing to participate, but 
also well enough to take part in the interview sessions. This required the purposive 
sampling method to identify the particular patients. Other aspects of purposive 
sampling, which focused on characteristics of individuals’ rather than the sample 
size suited the study, as it involved working with small sample size who was 
regarded very informative.
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7.4.2 Sampling Group
Unlike study one which focused on more than one group of respondents, study two 
only focused on patients. Other groups of respondents (nurses, doctors, foodservice 
managers and dieticians) were excluded, as they were regarded to provide minimum 
information about patients’ emotional experiences in relation to hospital food 
provision. Besides, studies indicated that incorporating individual who actually 
experience particular situation or service, will best reflect their emotions or feelings 
more accurately (Laros ansd Steenkamp, 2005; Dube et al., 2003). Patients’ 
perspectives on their emotional experiences were regarded as crucial based on 
interviews conducted with both patients and staff in study one.
7.4.3 Sampling Criteria for Patients
The criteria outlined for selecting patients were very much similar with study one,
where aspects such as;
Age o f patients (18-65 years old - adults) are included - majority of patients 
admitted were in this category
Patientsf health condition - patients with specific health condition such as 
cancer were excluded due to effect of the disease itself on food consumption 
and appetite.
Types o f ward - patients with specific health condition are often placed in a 
particular ward, therefore only patients in general ward are recruited.
Type o f diet prescribed -  only patients on a normal diet are included. Patients 
on therapeutic diet such as low salt diet might have their perceptions 
influenced by the type of meal itself.
Class system -  patients from all classes (1st, 2nd and 3rd) will be included, 
although more patients from 3rd class wards will be recruited, as there are 
generally more patients in 3rd class wards.
All the aspects discussed above are inter-related, for example patients’ health 
condition and the type of ward, which were discussed in section 3.4.2 (Chapter 3). 
The criteria discussed are identical to study one and repeated in study two, as it is 
treated as a follow up of study one. There are also other criteria considered in 
recruiting patients, such as the number of hospitals, location of hospital, size of 
hospital, and different types of catering system used in providing foodservice to
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patients. There are slight changes in study two in comparison with study one. A  total 
of 6 hospitals were included in study one, but for study two only 3 hospitals are 
focused. This is because patients in different hospitals tend to have similar 
experiences based on study one, and the nature of study (in-depth study) does not 
require focus on the number of hospitals.
7.5 Data Collection
Data collection for study two was conceptualised based on study one, where a 
suitable data collection method was identified, particularly to study patients’ 
emotional experiences. Although there are various quantitative approaches used to 
collect data in emotion studies, focus was on a qualitative approach, mainly because 
information anticipated was more than just describing the emotions experienced. 
Understanding the influences and impact of the emotions on patients’ food 
consumption certainly required in-depth investigation, therefore, qualitative 
approach was used. Besides, as mentioned before, studies had indicated the need for 
a qualitative approach in studying patients’ emotions during meal times (Johns and 
Hartwell, 2006; Belanger and Dube, 1996).
As such, semi-structured inteiwiew, with integration of the ‘Critical Incident 
Technique (CIT)’ method was selected for study two. Initially, unstructured 
interview was proposed for study two. However, patients’ experiences were regarded 
as best studied through ‘CIT’, which required semi-structured interview approach. 
CIT is mainly used to provide some valuable incidents for patients to relate with 
their experiences. This was also because from the study one, it was evident that 
patients were very ‘shy’ and reluctant to participate in conversations in general. 
Hence, it was anticipated that intervention such as the CIT was necessary to 
encourage patients to be more vocal about their experiences. Besides, there are 
particular themes which were identified in study one as influential to both patients’ 
food consumption and emotional experience. According to Saunders et al., 2009; 
King, 2004), researchers conducting semi-structured inteiwiew usually have themes 
to be covered, similar to this study.
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7.5.1 Semi-structured Interview
7.5.1.1 Semi-structured Interview Method
Semi-structured interview was defined as a flexible interviewing method, which 
allowed interviewer to include questions during the interview session according to 
interviewee’s respondent (Silverman, 2009), and was usually conducted within 
themes outlined. Semi-structured interview was also used in study one, hence 
justification and explanation of using the method is discussed in detail in 3.5.2.1 
(Chapter 3). The themes which emerged in study one, and used in study two were;
• Meaning of Food
Meanings such as a source of ‘enjoyment’ and ‘frustration’ attached to food, 
where influences of the emotions are expected
• Familiarity of Food
It was a very important factor, as it created ‘nostalgic’ feeling, and was 
influenced by their daily eating habits, culture and background.
• Influences of Food Attributes on Eating Behaviour
There were indications that food attributes not only had impact on their 
eating behaviour, but also their emotion, hence was further investigated.
• Rights to Choose
Allowing patients to choose (e.g. type of food) made them anticipative to eat 
hospital food. However, failure to allow them to choose affected them 
emotionally.
• Feeling Cared for by Staff
Aspects such as communication with staff, and care shown towards patients 
triggered particular emotions
• Influences of Environment on Eating Behaviour
Emotions were triggered because of sound, smell and physical setting of the 
place (dining area) where they consumed their meals. This had impact on 
their consumption.
7.5.1.2 Semi-structured Interview Process
A  total of 29 patients (14 from small hospitals and 15 from big hospitals) were
interviewed. In all hospital, different number of patients was interviewed from each
class (1st, 2nd and 3rd) wards. This established the influences of the class system on
the emotions elicited. The hospitals had different characteristics, whereby two of the
hospitals were situated in a rural area and small in size, and one hospital was situated
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in an urban area and was considered as a large hospital. As described in section 4.4 
{Chapter 4), there were substantial differences small and big or rural and urban 
hospitals, which influenced the emotions elicited. Other inclusion criteria included 
different foodservice system between hospitals in urban and rural areas, which is 
also different between small and large hospitals. The concept of ‘data saturation’, 
also used in study one was used in recruiting patients. In Figure 7.1, aspects 
discussed on data collection process above are shown. Figure 7.1 indicated the 
breakdown of data collection according to different hospitals and subsequently 
according to different classes.
Figure 7.1: Data Collection for Study Two
\ Public HospitaIs in Malaysia
*1
1, f ... ...... .....1..*"l.1........ ^
Rural/Small Haspihil Rural / Small Hospital Urban/ Big Hospital
j ........ j
..........i ................ i .............. ♦r ................................ \ ................ \ r................................. \
Total patients = 6 Total patients = 8 Total patients = 15
1^  class = 1 patients P* class = 1 patients T* class = 5 patients
2Bi class = 2 patients 2Bd class=3 patients 2s6 class=3 patients
3rd class = 3 patients 3rd class=4 patients 3rd class = 7 patients
V________________ J V.................... ................ J i ................................. J
Each interview sessions lasted for approximately 30-40 minutes. Patients were
interviewed during their free time and only patients who were willing to participate
were recruited. Similar recruiting methods used in study one was used, whereby the
Head Nurse of each hospital identified patients who were willing to participate
beforehand. This was because they have better rapport with patients compared to the
researcher. Interviews were conducted in Malay language, similar to study one. In
general, patients were more comfortable to converse in the Malay language than
English. The interview transcripts were later translated to English. A written formal
permission letter was sent to each hospital approximately one month before data
collection, confirmation to conduct the study was obtained from each hospital 2 days
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prior to data collection. Before conducting each interview, a short introduction on 
the study was provided, and patients were required to sign a consent form.
7.5.3 Critical Incident Technique (CIT)
7.5.3.1 Critical Incident Technique (CIT) Method
The Critical Incident Technique (CIT) is defined as a qualitative interview 
procedure, which facilitates the investigation of significant occurrences (events, 
incidents, processes, or issues), which is identified by the respondent, referring to the 
way they are managed, and outcomes in terms of perceived effects (Chell, 1998). 
The technique allows a qualitative technique, which also generates quantitative data 
during analysis (Johns and Tyas, 1997). The CIT was developed by Flanagan (1954), 
and was introduced to social sciences as a set of procedures of collecting, analysing, 
and classifying observations of human behaviour. The technique has since been used 
widely in various fields, from management, human resources, hospitality, medicine 
and education (Gremler, 2004).
In the hospitality or service based disciplines, it was often referred as ‘service 
incident’ and regarded as the ideal method to study problems relating to service 
quality in hospitality (Lockwood, 1994). According to Lockwood (1994), 
incorporating CIT in service based disciplines provides very rich data which are 
useful at the qualitative level to identity problems which might not otherwise be 
evident. Since study two focused on how various elements of provision of food 
affected patients emotionally. It was decided that the study was an ideal subject 
where the CIT should be incorporated as the main data collection method.
Although there were few different methods which can be used to collect incidents, in 
service based research, the approach generally involves asking participants to tell a 
story about an experience they have had (Gremler, 2004). Interviews, particularly 
one-to-one interviews were regarded as the most appropriate approach because it 
allowed the participants to recount the story of a service incident, providing an 
opportunity for the interviewer to ask follow-up questions to clarify any points of the 
story, which were not clear to elicit additional information before recording the 
details (Lockwood, 1994). Inclusion of the CIT in study two was considered as an
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extremely useful instrument, as most people are happy to recount their stories, hence 
the CIT is expected to allow a wealth of data collected, and useful in understanding 
patients’ emotional experiences in relation to the provision of hospital food, an 
important service element in the hospital environment.
The CIT was regarded as very useful in collecting detailed accounts of service 
incidents with little ambiguity (Lockwood, 1992; Meuter et ah, 2000). CIT was also 
effectively used in health service studies to identify the responses and behaviours of 
patients in studies related to health care quality (Norman et ah, 1992; Kemppainen,
2000), but very few had used this technique in studies focusing on food provision in 
particular. In this study, the CIT was a new instrument to be used, exploring its 
validity and reliability in the particular context and was helpful in surfacing the 
hidden themes (related to patients’ emotional experience). It was also used to study 
foodservice in health care setting from a new perspective, using the CIT.
When using the CIT, there were few precautions that needed to be addressed in order 
to produce valid and reliable results. According to Johnson (2003), aspects such as 
focusing on only negative factors, broad categories of service and overlooking 
certain service elements were mistakes easily made during data collection. 
Reliability and validity questions were common when the CIT was used, which 
usually arise from the ambiguity of word meanings, category labels and coding rules 
of a particular study (Chell, 1998; Bell et ah, 1997).
Other drawbacks of CIT reported were it is regarded as retrospective research 
method, therefore the design may be flawed by recall bias (Micheal, 2001). These 
limitations were addressed by asking patients to recall incidents that took place fairly 
recently, hence interviews were conducted while they still experienced hospital food 
consumption. Regardless of the limitations, the CIT s validity and reliability has 
been found to be satisfactory due to modification to the method in the 50 years since 
it was first introduced (Gremler,2004), and relatively minimum setbacks were 
experienced by incorporating the CIT (explained in section 9.9, Chapter 9).
192
Chapter 7: Methodology II (Study Two)
7,5.3.1 Critical Incident Technique (CIT) Process
It was noted that the Critical Incident Technique was usually used together with 
semi-structured interview approach (Holloway, 1997), hence both approaches were 
used in this study. The decision to include CIT was governed by the fact that patients 
found it hard to relate to their experiences (from the study one), therefore, some of 
them did not provide much information. In other words, it was hard to persuade them 
to be involved in continuous conversations as answers were usually short and not 
elaborate. Similar situation was faced in study two, as the study was conducted 
among the same type of group -  patients. The CIT was helpful, as it encourage 
patients to be participative.
One of the well-known researchers in the service industry, who particularly focuses 
on the CIT have indicated a step by step process in implementing the technique is 
necessary. Lockwood (1994) indicated that collecting the incidents, analysing the 
incidents, prioritising the incidents and actioning the improvements were steps that 
must be implemented. Each key steps suggested by Lockwood (1994) ensured that 
the data collected did not only addressed the objectives of the study, but also 
produced data that were valid and reliable. Overall, the CIT was helpful, as it was 
known as a simple extension of the idea of getting people to tell stories about things 
which have happened to them (Lockwood, 1994).
In implementing the Critical Incident Technique, a particular flow of collecting data 
was used, as defined by Johns and Tyas (1997), shown below;
• Patients were questioned about both positive and negative experiences to 
identify incidents, where prompt questions such as; could you recall a meal 
experience that you really enjoyed? Could you recall a meal experience that 
was very unsatisfactory?
• Patients were later asked to recall the incidents mentioned and describe in 
detail, where prompt questions such as; what happened? Why was it good or 
bad? What was the outcome or results o f the incident? How could it be 
better?
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7.5.4 Pilot Study
Justification and reasoning for conducting a pilot study was discussed in section
3.5.4 (Chapter 3). As mentioned in section 3.5.4. (Chapter 3), the use of the pilot 
study was often questioned in qualitative research, as interviews are expected 
improve along the way (Teijlingen, & Hundley, 2001). However, specifically for 
study two, pilot study was essential to identify potential problems in the interview 
protocol or question prompts, especially because of implementation of Critical 
Incident Technique. It was a new technique used by the researcher and in the hospital 
foodservice environment, therefore, familiarity and skills in using the technique were 
enhanced by conducting a pilot study.
7.5.5 Ethical Approval
Similar route of obtaining ethical approval for study one was used in study two. 
However, there was less hassle in obtaining approval, as the researcher was familiar 
with the experience (based on study one). Besides, a rapport had been built between 
the organisations, particularly hospitals, hence obtaining approval was much easier 
compare to study one. Approximately 3 months were spent to obtain ethical 
approval. A hierarchy had to be followed in obtaining approval, similar to study one, 
which included organisations such as;
• Each hospital involved in the study (approval from the Hospital Ethical 
Committee and Hospital Director was obtained)
• State Health Departments (approval to conduct the study in hospitals 
situated in particular the states)
• National Medical Research Board (approval from each hospital, together 
with the proposal of the study was evaluated, and ethical approval to conduct 
the study was provided)
• Ministry of Health Malaysia (approval to conduct the study in Malaysian 
hospitals as a whole was obtained)
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7.6 Data Analysis
Data analysis for study two involved analysis of qualitative data using similar steps 
used in study one. Content analysis and CIT was incorporated as the data analysis 
method, which also allowed data to be analysed quantitatively. The NVivoS software 
was used to manage the overall data collected. Reasoning and explanation about data 
analysis method used are discussed in section 3.6 (chapter 3), as both studies used 
the same methods.
7.6.1 Data Management
Following the same data management method used in study one, the NVivoS 
software was used. Data management involved transcribing audio format data into 
words format and translating the data. Once this was done, data was translated to 
English before proceeding with the analysis process using the content analysis.
7.6.2 Content Analysis
As for study two, the content analysis was not only used for the same reasons as 
study one, but also because the CIT is included. The CIT was associated with content 
analysis because the CIT treats respondents’ stories as reports of facts, therefore the 
analysis method focuses on classification of such reports by assigning incidents into 
descriptive categories to explain events (Gremler, 2004). This was best done by 
incorporating the content analysis approach (Gremler, 2004; Chell, 1998). There 
were many critical incident based studies which had included content analysis as the 
data analysis method. In a survey, Gremler (2004) indicated approximately 115 out 
of 141 critical analysis based study (in service disciplines), which employed content 
analysis, as the data analysis technique. Therefore, it seemed relevant to use the 
content analysis to analyse the data.
Data analysis using content analysis is well known to assist understanding of the 
emotions, especially when CIT is used (Gremler, 2004), hence provided justification 
for using content analysis. Besides, the focus in most Critical Incident studies was 
generally on emotion and collection of cognition related to incidents, which were 
rarely recorded (Edvardsson and Strandvik, 2000). Therefore, encompassing the CIT 
in analysing emotional aspects is most appropriate. Particular steps that were used in
195
Chapter 7: Methodology II (Study Two)
content analysis, which included data collected using Critical Incident Technique 
were;
• Identifying content or themes represented by clusters of incidents and 
conducting ‘retranslation’ exercises
• Sort incidents into content dimensions or categories to identify incidences 
that are judged to represent dimensions or the behaviour being considered (in 
this case -  emotions)
• Example of categorisation -  identical, quite similar, could be similar OR - 
positive, negative
• Each category is given a name, and the number of responses in each 
categories was counted
(Source: Johns and Tyas, 1997)
7.6.3 Additional Analysis - Statistical Analysis
Statistical analysis was not planned when study two was initially started. Through 
data analysis, using the Critical Incident Technique (CIT) and content analysis, a 
total of 180 incidents emerged, therefore a quantitative test was carried out. 
Quantification in qualitative research is acceptable (Saunders et al., 2009; Mason, 
2002). Quantitative research approach can be employed in a qualitative study, often 
by injecting a certain amount of quantification to examine the rhetoric of qualitative 
researchers (Bryman, 2012). The decision to include a statistical analysis 
(quantitative approach) was based on factors such as - availability of quantifiable 
and adequate number of sample size (180 incidents).
Quantitative research can be discerned with measurement (issue of reliability and 
validity), causality (keen to say why things are the way they are), generalisation 
(findings can be generalised beyond the confines of the particular context in which 
the research was conducted), and replication (explication of the procedures used so 
that an experiment is capable of replication) (Bryman, 2012).
Taking into account the aspects of quantitative research, decision to incorporate a
quantitative data analysis was made mainly on the basis that a simple statistical
analysis in addition could provide a better understanding of the impact of emotions
on patients’ food consumption. According to Bryman (2012, 2006), there are
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different approaches or ways of combining quantitative and qualitative research 
(Table 7.1). ‘Enhancement’ method best describes the way of including quantitative 
analysis in study two. This is mainly because the results were derived from a 
qualitative research are then tested with a quantitative research to provide better 
understanding.
Usually, decisions regarding research process (e.g. types of data to be collected and 
the size of sample) is determined at an earlier stage (Bryman, 2012), but it was 
difficult to determine the number of incidents before conducting data collection and 
analysis. This justifies the decision to include the statistical analysis after analysing 
the data.
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Table 7.1 Ways of Combining Quantitative and Qualitative Research
Ways of Combining Quantitative and Qualitative Research
Triangulation Traditional view that quantitative and qualitative research might be 
combined to triangulate findings so that they may be mutually 
corroborated.
Offset Research methods associated with both quantitative and qualitative 
research have their own straight and weakness to allow researcher 
to offset their weakness to draw on the strength of both.
Completeness Researcher can bring together a more comprehensive account of 
the area of enquiry in which he or she is interested if both 
quantitative and qualitative research are employed.
Process Provides an account of structures in social life but qualitative 
research provides a sense of process.
Different research 
question
Argument that quantitative and qualitative research can each 
answer different research question.
Explanation One of the two research methods is used to help explain findings 
generated by the other.
Unexpected results Quantitative and qualitative research can be fruitfully combined 
when one generates surprising results that can be understood by 
employing the other.
Instrument
development
Qualitative research is employed to develop questionnaire and 
scale items.
Sampling One approach is used to facilitate the sampling of respondents or 
cases.
Credibility Employing both approaches to enhance the integrity of finding.
Context Combination is rationalised in terms of qualitative research 
providing contextual understanding coupled with either 
generalizable, externally valid findings or broad relationship 
among variables uncovered through a survey.
Illustration Use of qualitative data to illustrate quantitative findings, often 
referred to as putting ‘meat on the bones’ of ‘dry’ quantitative 
findings.
Utility Refer to suggestion, which is more likely to be prominent among 
articles with an applied focus, that combining the two approaches 
will be more useful to practitioners and others.
Confirm and 
discover
Using qualitative data to generate hypotheses and using 
quantitative research to test them within a single project.
Diversity of views Combination of researchers’ and participants’ perspectives through 
quantitative and qualitative research respectively and uncovering 
relationships between variables respectively and uncovering 
relationship between variables through quantitative research while 
also revealing meanings among research participants through 
quantitative research.
Enhancement A references to making more of or augmenting either quantitative 
of qualitative findings by gathering data using a quantitative or 
qualitative research approach.
(Source: Bryman, 2012)
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7.6.3.1 Chi-Square Test
Chi-square test was selected as the most suitable statistical analysis after examining 
various factors (objective of statistical analysis, type of variables involved and 
sample size). The data available for quantitative analysis included nominal variables 
(categorical variables which cannot be rank ordered). Besides, the objectives were to 
a)explore if there was any association between the type of emotion and food 
provision factors and b) there was any association between type of emotion and 
reasons for admission. Therefore, the null hypotheses were;
1. There is no association between type of emotion and food provision factors
2. There is no association between type of emotion and reason for admission
These aspects were explored, as it was understood that patients were often 
associating the type of emotion they experience with either food provision factors 
(food attributes, familiarity of food, feeling cared by staff, rights to choose and 
eating environment) or reason for admission (surgery, accident, dengue fever, chest 
pain and others). Data were entered in SPSS (Statistical Package for the Social 
Science) - computer software for the analysis of quantitative data for social science. 
Data were then coded, checked for missing values and analysed, where the ‘Chi- 
Square Test for Independence’ was used. Chi-square test allows to establish how 
confident we can be - that there is a relationship between variables in the population 
(Bryman, 2012). In this study, chi-square was useful, as it provided supporting data, 
which was quantifiable to establish the impact of food provision factors.
7.7 Role of the Researcher
7.7.1 Role of the Researcher in Data Collection
Similar to study one, the role of the researcher during data collection and data 
analysis are discussed in this part, where the steps taken in incorporating different 
languages (Malay, English and Tamil) in conducting the interview sessions are 
explained to provide an understanding of the processes involved. Before data 
collection, interview protocols were prepared in different languages - Malay, English 
and Tamil. These languages are widely spoken in Malaysia, and the researcher is 
proficient. The interview protocols were also sent to the ‘Translation Institute of
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Malaysia’ to ensure the meanings of the questions outlined were the same when 
translated into different languages other than English. A total of 15 interviews were 
conducted in Malay, 10 in English and 4 in Tamil. Patients often used a mixture of 
both Malay and English language during the interview to express and describe the 
emotions experienced.
7.7.2 Role of the Researcher in Data Analysis
Interview transcripts which were in Malay and Tamil languages were later translated 
to English. Upon translating, the transcripts were checked many times by the 
researcher to ensure the translations were accurate. This was a crucial and 
challenging process, as the words used to describe the emotions experienced must be 
same when translated to English. Later, the transcripts were again sent to the 
‘Translation Institute of Malaysia’ to ensure translations were conducted correctly. 
This process was carried out by two staff at the Institute (approximately 2-3 weeks) 
to complete and task. Corrections were made before further analysis such as coding 
and interpretation of the data were carried out. Coding and categorisation processes 
also involved other people (mainly friends) who checked if the coding and 
categorisation were appropriate and logic. Feedback from the Translation Institute 
was equally valuable in identifying the correct words used to describe a particular 
emotion.
7.8 Conclusion
This chapter examined aspects that were essential in planning and conducting study 
two. Since most of the method and processes suggested for study two was similar to 
study one, aspects such as justification and descriptive information were not 
discussed in this chapter to avoid repetition.
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Chapter 8: Findings and Discussion II (Study 
Two)
8.1 Introduction
In this chapter, the findings of study two are presented and discussed. Semi­
structured interviews, which incorporated the CIT (Critical Incident Technique), 
were conducted among twenty nine patients.
Food consumption in everyday life can be influenced by various cues, such as food, 
environmental surroundings, social elements and one’s state of mind or thinking. 
These cues are both affected and associated with emotions (Desmet and 
Schifferstein, 2008). In relation to patients’ food consumption, emotions were 
studied from two different angles; focusing on the effects of emotion on eating 
behaviour and the effects of eating behaviour on emotion. This is because there is a 
need to understand both the effects of patients’ feeling states on food consumption, 
which may affect their nutritional intake and influences their recovery process.
The incidents reported by patients were particularly useful in identifying positive and 
negative experiences, which indicated the impact of emotions on their eating 
behaviour. It was also possible to understand the factors that influenced their food 
consumption, where emotion was the main factor affecting patients’ consumption. 
Beyond the identification of the factors contributing to patients’ eating behaviour, 
explorations of their emotional experience across various social-demographic factors 
were also conducted. The likelihood of the factors positively or negatively affecting 
patients’ experience was established through chi-square analysis. Overall, study two 
provided an understanding of the complex, but hidden impact of emotion on patients 
eating behaviour, particularly food consumption.
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8.2 Profiles of Participants
In Table 8.1, information about patients, such as age, gender, education level, 
occupation and information regarding their hospitalization (reason admitted, duration 
of stay, hospital location, hospital size, class and catering system used in the 
hospital) are presented. A total of eighteen males and eleven females were recruited 
from hospitals which practised different catering system systems -  in-house (n=14) 
and outsourced (n=15). In terms of age group, the majority was between 35-54 years 
old (n=12), followed by patients of more than 55 years old (n=10) and 21-34 years 
old (n=7). They were mostly Malays (n=17), followed by Chinese (n=7) and Indian 
(n=5). Most patients had secondary education, as their highest qualification (n=21). 
Patients were from three different wards -  1st class (n=6), 2nd class (n=10) and 3rd 
class (n=13).
From the perspective of reason for admission, the majority had been admitted for 
surgery (n=9). This included surgeries such as stomach, appendices, eyes (cataract) 
and knee Arthroscopy. The remainders reported admission for Dengue fever (n=8), 
chest pain/observation (n=5), accident (n=4) and Others (n=3). The category 
‘Others’ included conditions such as Gout and Asthma. Most patients stayed for 1-8 
days (n=20), followed by 9-16 days (n=7) and 17-20 days (n=2). For most patients, it 
was either their 1st (n=12) or 2-3rd (n=12) time of being admitted, and a few 
indicated that they had been admitted approximately 4-6 times. These data were 
crucial in understanding both the incidents patients encountered and emotions they 
experienced.
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Table 8.1: Profile of Patients (n=29)
Gender Age Ethnicity Education Occupatio Class 
Level n
Duration No of times Reason 
of Stay admitted Admitted 
(days)
Catering
System
used
Hospital
Location
1. Male 36 Malay Secondary Employed 3rd 1-4 1st Asthma In-house Rural
2. Male 40 Malay Secondary Employed 3rd 5-8 1st Dengue Fever In-house Rural
3. Male 56 Malay Secondary Retired 3rd 1-4 2-3 Asthma In-house Rural
4. Male 38 Malay Secondary Employed 2nd 5-8 1st Dengue Feverln-house Rural
5. Female 25 Malay Secondary Housewife 2nd 5-8 2-3 Dengue Feverln-house Rural
6  Female 35 Malay Secondary Housewife 2nd 9-12 2-3 Chest Pain In-house Rural
7. Male 21 Chinese Secondary Employed 5-8 V1 Dengue Feverln-house Rural
8 . Male 49 Chinese Secondary Retired 2 nd 17-20 2-3 Accident In-house Rural
9. Male 43 Indian Tertiary Employed l St 5-8 2-3 Accident In-house Rural
lO.Male 48 Malay Secondary Employed 2nd 1-4 1st Gout In-house Rural
11 .Male 20 Malay Secondary Student 3rd 1-4 1st Dengue Feverln-house Rural
IZ.Male
13.Female
65
52
Malay
Malay
Tertiary Retired 
Primary Housewife 3rd
1-4
17-20
4-6
2-3
Chest Pain 
Surgery
In-house
Outsource
d
Rural
Urban
14.Female 63 Malay Secondary Housewife 2nd 13-16 4-6 Surgery Outsource
d
Urban
IS.Male 61 Chinese Secondary Employed 3rd 13-16 2-3 Surgery Outsource
d
Urban
16. Female 36 Malay Primary Employed 1st 1-4 4-6 Surgery Outsource
d
Urban
IT.Female 45 Malay Secondary Housewife 3rd 1-4 1st Surgery Outsource
d
Urban
IS.Female 62 Malay Primary Retired 3rd 5-8 1st Surgery Outsource
d
Urban
19.Male 62 Chinese Secondary Retired 2nd 5-8 Is1 Surgery Outsource
d
Urban
20.Male 51 Chinese Secondary Retired 3 rd 5-8 1st Surgery Outsource
d
Urban
2 1 .Male 24 Malay Secondary Employed 3rd 9-12 1st Accident Outsource
A
Urban
2 2 .Male 37 Malay Secondary Employed 3rd 13-16 2-3 Dengue Fever Outsource
A
Urban
23.Female 20 Malay Tertiary Employed 1st 1-4 2-3 Surgery Outsource
d
Urban
24.Female 23 Indian Tertiary Employed 1st 1-4 2-3 Accident Outsource
d
Urban
25.Male 52 Indian Secondary Employed 3rd 9-12 2-3 Chest Pain Outsource
A
Urban
26.Female 60 Indian Secondary Retired 2nd 5-8 2-3 Dengue Feverln-house Rural
27.Male 60 Indian Primary Retired 1st 5-8 4-6 Chest Pain Outsource
d
Urban
28.Male 54 Chinese Secondary Employed 1st 13-16 1st Chest Pain Outsource
A
Urban
29.Female 25 Chinese Secondary Housewife 3rd 5-8 4-6 Dengue Feverln-house Rural
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8.3 Common Emotions during Hospitalisation
Previous studies on the influences of emotions on general food consumption have 
indicated that the quality (Macht and Dettmer, 2006), quantity (Patel and Schlundt,
2001) and eating characteristics -  with whom and environment setting where food is 
consumed, (Macht, 1999; Dube et ah, 2004) were associated with how individuals 
felt before food consumption. Apart from evidence from other studies, patients’ 
emotions before consuming food were explored because they were generally 
assumed to experience negative feelings during hospitalisation, which may in turn 
lead to lower food consumption. Without taking into consideration the elements of 
food provision, patients were first asked to explain their overall emotions towards 
hospitalisation.
Patients fell into two groups, one group who were generally calm and often 
expressed that being hospitalised did not elicit any emotions, especially negative 
emotions. These patients were relatively small in number and were admitted for 
conditions which were less life threatening, such as Asthma and Gout. The second 
group of patients represented the largest number of patients and described 
themselves as being ‘sad’, ‘anxious’, and ‘worried’ most of the time. Negative 
emotions often dominated their mind, mainly due to the medical treatments that they 
were undergoing. This included patients who were admitted for surgery, accident 
and Dengue fever. Patients with young families constantly ‘worry’ about the well­
being of their children left at home. This was mostly due to the fact that they could 
not be physically present to attend to the daily needs of their children. They were 
also ‘worried’, as being hospitalised means they could not work as usual, affecting 
their earnings and livelihood.
“Fm sad because I ’m unwell and I ’m in the hospital. My children are at home 
without me. They are all small children... need to be fed. I f  I  don’t work, there is not 
enough income to support the family. I  keep worrying about whether they are or not 
and how they are  "  (Patient 6, female)
A small number of patients admitted because of accidents felt ‘guilty’ and ‘upset’. 
‘Regret’ and ‘remorse’ was evident, as they recalled the reason they were admitted. 
They were regretting the actions that had led to the accident, and in some cases 
affecting other people’s life.
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“I ’m really upset and I  was quite disturbed because there was a bicycle rider who 
was badly hurt because o f my carelessness. I  regret for speeding... and I  constantly 
think about the bicycle rider. I t ’s disturbing me so much... I  cannot really eat! 
(Patient 9, male)
A few patients felt ‘sad’ when doctors informed them of the need to undergo surgery 
or lengthy treatments. Such news had negative impacts on patients’ eating 
behaviours. They were emotionally affected, hence chose not to eat and needed 
persuasion and support to eat.
“The doctor told me that I  had to be operated and right after that was lunch 
time. I  was alone, and I  was very upset...can’t share the news with anyone. I  
was not in the mood to eat. The nurses saw me, we had some positive 
conversation. She advised and consoled me, and was there until Ifinished my 
food. I  wouldn’t have eaten i f  not for her efforts. ’’(Patient 28, male)
Uncertainty about their health was always a ‘worry’ to most patients. They worried 
because they were unaware of the outcomes of treatments they were undergoing or 
what the next treatment recommend by the doctors might be.
“As a patient, being hospitalised is not a good feeling. I  fe lt sad and worried 
because I  keep thinking about my health. I  worry about my health, especially the 
first few  days, when I  did not really know what was happening, I  feel anxious... 
doctors and nurses don’t tell until the tests etc. are confirmed. ” (Patient 5, 
female)
Some patients generally felt uncomfortable with the idea of being hospitalised, 
mainly because it is their first time and they were unaware of what to expect. They 
indicated that the emotions they had expressed were somewhat evident until the day 
they were discharged or when they received some positive and reassuring news from 
the nurse or doctor. Macht (1999) examined the effects of anger, fear, sadness and 
joy on eating characteristics, and found that individuals experience a lower level of 
hunger during sadness. Similarly, in this study, patients reported compromised food 
consumption, as a result of experiencing emotions such as sadness, anxiousness and 
worry. Their food consumption became irregular and reduced, especially in relation 
to hospital food. Often, encouragement, reassurance and coercion from family and 
hospital staff was needed to improve consumption.
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Hospitals are commonly regarded as unpleasant places to be, as it creates a 
depersonalizing environment that forces patients to lose control over their daily 
existences (Scmidt, 2003). In agreement with this, most patients in this study 
portrayed a negative outlook during hospitalisation. The emotions elicited affected 
food consumption at a time when the nutritive value of the food plays a vital role in 
their recovery and general well-being. The proportion of patients who were affected 
by emotions that were elicited by the factors related to food provision, however, was 
greater than those affected by general emotions when they were hospitalised. This is 
further discussed in section 8.4.
8.4 Emotions related to Hospital Food Provision
It was possible to identify particular emotions related to the hospital food provision 
by using the Critical Incident Technique (CIT). Analysis of each incident provided 
an indication that there were particular emotions elicited by a number of factors 
during their meal times. Analysis of the incidents and conversation with the patients 
clearly indicated that the emotions elicited were specific to factors related to food 
provision and were not associated with how they generally felt during their 
hospitalisation or on the particular day. The emotions discussed in this study are 
particular emotions that were derived from incidents experienced by patients. These 
emotions are categorised and discussed in greater detail in section 8.4.5. and 8.4.6.
Frequency analysis of the incidents evoking emotions indicated that various 
emotions were experienced in response to food provision, although some seem to be 
more common than others. Based on the incidents reported, it was possible to 
understand the influences and impact of emotions on patients’ eating behaviour. 
Analysis of 180 incidents from 29 patients that elicited emotions showed there were 
more negative incidents (56.7%), compared to positive incidents (43.3%), shown as 
Figure 8.1. Positive incidents elicited positive emotions and negative emotions 
elicited negative emotions respectively.
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Figure 8.1: Frequency of Incidents Electing Positive and Negative Emotions
43 3%
N egative
8.4.1 Categories of Emotions Experienced
For all emotions expressed, patients provided examples of their experiences (which 
were coded as incidents. The emotions described in each incident were categorised 
into positive and negative emotions and were grouped into emotions with similar 
meanings. A total of 57 different words were used to describe the emotions 
experienced, which were grouped into 17 categories, shown in Table 8.2. 
Categorisation of the emotions allowed analysis of each emotion in a systematic 
manner, and made it easier to understand the factors that elicited particular emotions.
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Table 8.2: Emotion Groupings
Emotion Groups Words used to Describe Emotions Type of Emotion
Boredom Boredom, boring, bored Negative
Relief - Positive
Frustration Frustrated, irritated, annoyed, dissatisfied, 
disappointed
Negative
Enjoyment Pleasurable, enjoy, excited, nostalgic Positive
Satisfaction Satisfaction, appreciate, admiration Positive
Anger Angry Negative
Sadness Distressed, sad, unhappy, disturbed, depressed Negative
Interest Persuaded, desire, enthusiastic, anticipated, Positive
determined, adapt better to hospital food, appetising, 
confident to eat
Hostility Scared, worried, uncomfortable, unbearable, 
unpleasantly surprised
Negative
Shame Embarrassed, humiliated, shame, lowly, feels small Negative
Comfort Comforting Positive
Disgust Disgusting, hate, horrible, revolting Negative
Surprise - Positive
Loneliness Negative
Happiness Cheerful, glad Positive
Lack of Interest Tired of eating, discouraged Negative
Guilt - Negative
There were ten negative and seven positive emotion groupings. Frequency analysis 
of the incidents eliciting emotions was useful in understanding the emotions (most 
and least) elicited in relation to hospital food provision (shown in Table 8.3). From 
Table 8.3, it is seen that ‘frustration’, ‘interest’ and ‘enjoyment’ were the most often 
reported emotions. The least reported emotions were ‘comfort’, ‘relief and 
‘loneliness’.
In comparison with other hospital based studies, the findings in this study indicated 
similar emotions, but ranked differently. For example, ‘irritable’, ‘sad’ and ‘tense’ 
were the least mentioned emotions by hospitalised adult and elderly patients in 
Canada (Belanger and Dube, 1996). Johns et al., (2010) reported emotions such as 
‘fear’, ‘boredom’ and ‘relief in relation to food consumption among adult patients in 
the UK, but it was unclear which emotionally affected patients the most or least, due 
to the methodology of the study. However emotions mentioned by patients in this 
study are similar to emotions mentioned in everyday food consumption, both eating 
at home and eating out (Cardello et al., 2012; Taros and Steenkamp, 2005; Troop et
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al., 2002; Macht, 1999). Each emotion is further examined to understand the specific 
influences on patient’s food consumption and the factors leading to experiencing 
these emotions (section 8.4.5 and 8.4.6).
Table 8.3: Frequency of Emotions in the Incidents Described
Emotion
Category
Total Type of 
EmotionN %
1. Frustration 32 17.8 Negative
2. Interest 28 15.6 Positive
3. Enjoyment 19 10.6 Positive
4. Hostility 14 7.8 Negative
5. Shame 11 6.1 Negative
6. Boredom 9 5.0 Negative
7. Sadness 9 5.0 Negative
8. Anger 8 4.4 Negative
9. Surprise 8 4.4 Positive
10. Satisfaction 8 4.4 Positive
11. Disgust 7 3.9 Negative
12. Happiness 7 3.9 Positive
13. Lack of Interest 6 3.3 Negative
14. Guilt 5 2.8 Negative
15. Comfort 4 2.2 Positive
16. Relief 3 1.7 Positive
17. Loneliness 2 1.1 Negative
Total 180 100
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8.4.2 Analysis of Emotions according to Demographic
Patients’ demographic characteristics were analysed to understand if they had an 
impact on emotions experienced by patients during meal times. Data is shown in 
Table 8.4.
Table 8.4: Analysis of Patients’ Demographic Factors in Relation to Incidents 
Eliciting Positive and Negative Emotions
Incidents Eliciting 
Positive Emotions
N %
Incidents Eliciting 
Negative Emotions
N %
Total
N %
Age (years) 
21-34 16 8.8 27 15.0 43 23.8
35-44 21 11.7 24 13.4 45 25
45-54 16 8.9 16 8.9 32 17.8
55-64 21 11.7 30 16.7 51 28.3
>65 4 2.2 5 2.8 9 5.0
Gender
Male 52 28.9 60 33.3 112 62.2
Female 26 14.4 42 23.3 68 37.8
Education Level
Primary 7 3.9 13 7.2 20 11.1
Secondary 59 32.8 72 40.0 131 72.8
Tertiary 12 6.7 17 9.4 29 16.1
Ethnicity
Malay 43 23.9 52 28.9 95 52.8
Chinese 21 11.7 27 15.0 48 26.7
Indian 14 7.8 23 12.8 37 20.6
Patients from the age category of 35-44 and 55-64 years old reported the most 
number of positive incidents (n = 21, 11.7%). Majority of the patients who 
experienced positive incidents were males (n=52, 28.9%), those who had secondary 
education as their highest education level (n=59, 32.8%) and of Malay ethnic (n=43, 
32.8%). Patients aged 55-64 experienced the most number of incidents reflecting 
negative emotions (n=27, 15.0%). Those who were more than 65 years old reported 
least number of positive (n=4, 2.2%) and negative (n=5, 2.8%) incidents, indicating 
that they were least critical about hospital food compared to others. Similar to 
positive incidents, negative incidents were also dominated by males (n=60, 33.3%),
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by those who had secondary education as their highest education level (n = 72, 
40.0%) and Malay ethnic (n = 52, 28.9%).
Past studies on hospital Foodservice and emotions reported similar results for 
positive emotions in terms of gender and age (Belanger and Dube, 1996). Older 
patients and females were more affected by hospital food, hence they reported 
negative emotions more often compared to other groups, similar to this study 
(Belanger and Dube, 1996). Adding to the knowledge, patients’ cultural (ethnicity) 
background was seen to be influential in the type of emotion experienced (further 
discussed in Chapter 9). Unique to Malaysian ethnicity, Malay patients appeared to 
be both accepting and critical of the hospital food, as it was similar to their cultural 
food habits. This may be due to familiarity of dishes and cooking style, as most 
foods served were distinctively Malay dishes. Therefore, Malay patients knew 
precisely if the taste, cooking method or ingredients were compromised in 
comparison to other ethnic patients.
8.4.3 Analysis of Emotions according to Hospitalisation 
Information
Data related to patients’ hospitalisation were also collected (Table 8.5). The data 
were valuable in understanding possible associations between aspects such as reason 
admitted to, duration of stay and the class of ward with type of emotions experienced 
-  positive and negative. This was possible by analysing the incidents reported.
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Table 8.5: Analysis of Patients’ Hospitalisation Factors in Relation to Incidents 
eliciting Positive and Negative Emotions_________________________________
Incidents Eliciting Incidents Eliciting Total
Positive Emotions Negative Emotions
N % N % N %
Catering System Used
In-House 42 23.3 41 22.8 83 46.1
Outsourced 36 20.0 61 33.9 97 53.9
Hospital Size/Location
Small/Rural 42 23.3 41 22.8 83 46.1
Big/Urban 36 20.0 61 33.9 97 53.9
Reason Admitted
Surgery 15 8.3 34 18.9 49 27.2
Accident 8 4.4 18 10.0 26 14.4
Dengue Fever 22 12.2 27 15.0 49 27.2
Chest pain / Observation 24 13.3 16 8.9 40 22.2
Others 9 5.0 7 3.9 16 8.9
Duration of Stay
1-8 days 45 25.0 63 35.0 108 60.0
9-16 days 22 12.2 27 15.0 49 27.2
17-20 days 11 6.1 12 6.7 23 12.8
Class of Wards
1st Class 20 11.1 27 15.0 47 26.1
2nd Class 31 17.2 29 16.1 60 33.3
3rd Class 27 15.0 46 25.6 73 40.6
Patients from hospitals which practised ‘in-house’ catering system (n=42, 23.3%) 
and from small and rural hospitals (n=42, 23.3%) reported positive incidents mostly. 
Patients who were admitted for chest pain/observation reported the most number of 
positive incidents (n = 24, 13.3%). Majority of positive incidents were also reported 
by patients who had stayed fewer days (1-8 days), who were admitted for 2nd-3rd 
time (n=34, 18.9%), and from the 2nd class ward (n=31, 17.2%).
In terms of negative incidents, patients who had surgery reported most number of 
negative incidents (n=34, 18.9%). Majority of negative incidents were reported by 
patients from hospitals which practised ‘outsourced’ catering system (n=61, 33.9%) 
and from big and urban hospitals (n = 61, 33.9%). Similar to positive incidents, 
majority of negative incidents were from patients who stayed 1-8 days (n=63, 
35.0%) and admitted approximately 2nd-3rd time (n=50, 27.8%). Interestingly, 
majority of negative incidents were reported by patients from 3rd class (n=46, 
25.6%).
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Findings were consistent with study one in terms of catering system, size and location of 
the hospital. Patients from small, rural and hospitals which practices ‘in-house’ catering 
system experience higher negative emotions. From the study one, it is known that 
patients regarded food provision as compromised when a particular system was 
practised and associated with the size and location of the hospitals influenced the 
outcome of service provision. Patients from 3rd class wards experienced the most 
negative incident, indicating distinct variation in service provision according to classes, 
as indicated in study one.
More positive emotions were reported among patients who stayed 1-8 days, indicating 
that patients who stayed the shortest period were more positive about their experience. 
Patients who were familiar with hospital food before reported more positive emotions, 
which can be explained by previous acquaintances with hospital food. Information on 
hospitalisation is crucial, as the factors are influential in determining patients’ food 
consumption. Although the information is important, it is also vital to examine each 
emotions reported to understand better the influences and impact on patients’ food 
consumption.
Analysis by class of wards indicated that patients from 1st and 3rd class reported 
higher negative emotions compared positive emotions. Overall, patients from 3rd 
class wards reported a higher number of incidents that elicited negative emotions 
compared to other groups. Findings reported were consistent with expectations, as 
study one revealed that patients from the 3rd class wards were usually affected the 
most compared to patients from the 1st and 2nd class wards. Similarly, study one 
suggested that dissatisfaction was expressed by patients according to type of catering 
system, size and location of the hospital.
Consistently, patients from small, rural and hospitals which practised ‘in-house’ 
catering system experienced more positive emotions in study two. Study one showed 
that patients most often regarded the food provision as compromised when an 
outsourced catering system was practised and this was also associated with the size 
and location of the hospitals. Patients from 3rd class wards experienced more 
negative emotions, suggesting variation in the service provision according to classes, 
also established in study one. More positive emotions were reported among patients
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who stayed 1-8 days. In summary, results indicated an apparent link between 
emotions and demographics, experiences of hospitalisation and food provision 
factors.
8.4.5 Positive Emotions Experienced
Positive emotions expressed were ‘interest’, ‘enjoyment’, ‘satisfaction’, ‘surprise’ 
and ‘happiness’. These emotions were evoked either before food consumption or 
upon completing meals. Some emotions were similar to those reported in everyday 
life (Desmet and Schifferstein, 2008) and others were specific to the hospital food 
provision (Johns et al., 2010).
• Interest
The emotion category ‘interest’ encapsulates emotions such as ‘anticipated’, 
‘determined’, ‘confident’ and ‘enthusiastic’ to eat. This emotion was usually 
expressed based on patients’ experience at the point food was served. Patients 
indicated that they were ‘interested’ to eat mostly when they were pleased with 
aspects related to food attributes, followed by staffs’ attitude towards them. More 
specifically, most of them were ‘interested’ to eat when presentation (garnishing, 
neatness) of food was considered excellent, and when they were content with 
cleanliness of food trays and cutlery. Whenever the word ‘interested’ and ‘confident’ 
to eat were expressed, it was an assurance that patients had the intention to eat;
“Cleanliness o f the trays and cutleries, kitchen staffs’ appearance, and 
tidiness o f  food presented are excellent! I ’m interested ... and confident to 
eat” (Patient 10, Male, Outsourced)
Another aspect of food that provoked this emotion was perceived freshness of food. 
Only when patients assumed vegetables, fish and chicken were fresh, they did feel 
‘interested’ to eat. Perceived freshness of dishes persuaded them to eat, although 
some assumed provision of fresh food differed according to the class of the wards.
“I  was interested in eat because the vegetable and fish were very fresh, but 
Pm assuming quality was maintained because its 1st class food, don’t think 
same quality is provided in 2nd or 3rd class. ” (Patient 23, Female, 
Outsourced)
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Staffs attitude towards patients was another aspect that influenced elicitation of this 
emotion. Often, patients were in a negative mood, such as ‘upsef and feeling 
‘lowly’, and it when the nurses took the effort to cheer them up, share some positive 
conversation and share jokes, it helped them to eat better.
“I  was dreading that I  will meet rude nurses, but the nurses are really nice. 
They are friendly, caring and always helpful, especially during mealtimes. I  
feel more interested and happy. D on’t think I  would have eaten better 
without their help. ” (Patient 7, Male, In-house)
Advice and encouragement from nurses also lead patients to feel more enthusiasm to 
eat hospital food, understanding the importance of healthy and nutritious food.
“The nurses helped me to understand the importance o f healthy eating. I ’m 
more enthusiastic to eat hospital food because o f that. ” (Patient 8, Male, 2nd 
class, In-house)
‘Interest’ is regarded as a basic emotion, commonly expressed by individuals in 
relation to food consumption (Laros and Steenkamp, 2005). In hospitals, being 
‘interested’ to eat is an emotion that is often elicited among patients, and was also 
mentioned by Belanger and Dube (1996), as a strong positive emotion during meal 
times among patients. The hospital is usually regarded as an alien environment, but 
meals are one thing that has a direct parallel with normal life (Johns et al., 2010). 
Findings indicated particular factors, such as presentation, perceived freshness of 
food, empathy and assistance provided by staff, elicited this positive emotion.
• Enjoyment
Patients expressed this emotion using words such as ‘enjoyment’ ‘pleasurable’ and 
‘nostalgic’. This emotion was often expressed after consumption of the meals. The 
majority of patients said they ‘enjoyed’ the food when food was tasty, particularly 
dishes like pudding and a selection of fruits. Other patients expressed ‘enjoyment’ 
when the food served was viewed as familiar food, especially when it was the first 
meal of the day. Meal times were particularly ‘pleasurable’, a reminder of pleasant 
memories of home-cooked food when the food was well-executed. Patients looked 
forward to foods that they usually consumed at home, food that was palatable and
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enjoyed (such as ‘sandwich’ and ‘stir-fried chicken in soy sauce’). Some even 
requested extra portions when such dishes were served.
“It was a pleasurable experience... I  enjoyed when they served tasty fried  
noodles. It was just like how I  eat at home... so I  really fe lt that I  enjoyed the 
meal. ” (Patient, In-house)
The environment in which patients consumed their food also affected how they felt. 
Pleasant smells in the ward (no medicine or disinfectant smell) was equally 
important to their contentment, and appeared to be an improvement based on their 
experiences.
“The good thing about hospital food is that it doesn’t smell like medicine 
before! I  must say that I  had a sense o f enjoyment because o f that. I  really 
enjoyed the food and was encouraged to eat better because o f that reason! ” 
(Patient 15, Male, 3rd class, Outsourced)
Aspects that lead to elicitation of this emotion were food attributes, familiarity of 
food and eating environment. In common with a general population’s consumption, 
patients have associated ‘enjoyment’ with sweet snacks (Desmet and Schifferstein, 
2008). However, patients also associated enjoyment with familiarity of food and the 
environment in which they consumed their meals. Familiar food had been debated as 
one of the key factors affecting patients’ food consumption, where patients’ food 
consumption improved when familiar foods were served (Lassen et al., 2005; 
Vivant! et al., 2008; Naithani et al., 2008). Adding to this, study two indicated that 
serving familiar foods elicited positive emotions, particularly ‘enjoyment’, which 
ensured that patients ate better. Findings of study one and study two are reflective of 
the literature, confirming impact on patients’ food consumption.
• Satisfaction
‘Satisfaction’ was an emotion expressed after meals, and was similar to the emotion 
- ‘enjoyed’. Patients used words such ‘satisfied’, ‘appreciate’, ‘grateful’ and 
‘admired’ to express satisfaction. The majority of patients were influenced by food 
attributes, including the number of meals and food preparation. They had been 
particularly ‘satisfied’ when six meals were provided, before the new four meals a 
regime day was introduced. They were also ‘satisfied’ because adequate attention 
was given to food preparation, and high-quality products were used to prepare meals.
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“I  feel satisfied after consuming hospital food... because I  feel staff in this 
small hospital are veiy attentive towards food preparation. I  would definitely 
say that it persuades me to eat hospital food because o f that. ” (Patient 4, 
Male, 2nd class, In-House)
Some patients were satisfied with their experiences, but choose to express this as that 
they were ‘grateful’ and ‘appreciated’ the service provided. For example, when 
nurses recognised that patients needed help and intervened in a timely fashion, 
patients could consume the food provided. Patients were initially shy or reluctant to 
approach nurses as they were embarrassed to ask for help with this basic function, so 
when help was provided un-prompted (without being asked), they were indeed 
‘satisfied’.
“Because I  had an operation, I  was struggling to eat and was shy to ask for  
help.... I  have never asked for help to eat before, so it's hard fo r  me. The 
nurses and kitchen staff were sincerely understanding and helpful. They 
helped me during each meal time, and I  really appreciate it! I  fe lt satisfied 
because I  was able to eat well, thanks to them” (Patient 13, Female, 3ld 
class, Outsourced)
Provision of a variety of dishes led to ‘satisfaction’ and affected their food 
consumption. Patients were willing to accept the routine of serving fish and chicken 
every day, if  the variety was improved.
“There are quite a lot different dishes served here, although it is normally 
fish and chicken every day. After eating, usually I  feel satisfied because o f the 
variety element. And because Pm satisfied, I ’m able to consume 
more...Hahaha. ” (Patient 19, Male 2nd class, Outsourced)
Aspects such as food attributes, staff attitude and variety triggered ‘satisfaction’. 
This emotion has been mentioned widely under normal (not hospital) eating 
circumstances, where it has been associated with the consequences of eating heavy 
meals, at particular times (e.g. Dinner), quality and taste (Desmet and Schifferstein, 
2008). In the hospital, ‘satisfaction’ remains as an important factor affecting food 
consumption, as it can be a powerful predictor of patients’ eating behaviour. This is 
because emotional experiences associated with consumption can sometimes surpass 
the effects of cognitive components in satisfaction judgement (Dube-Rioux, 1998; 
Belangar and Dube, 1996). Satisfaction has been also regarded as the primary 
cognitive process among the general population (Oliver et al., 2000), and an
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important psychological mediator among patients (Dube and Schmitt, 1992). 
Therefore, ‘satisfaction’ plays a crucial role in persuading patients to consume, 
especially hospital food.
• Surprise
Patients were generally ‘surprised’ when a particular food was served and the food 
was tasty, which indicated the important role of food attributes. In general, ‘surprise’ 
was elicited when the service they received exceeded their expectations, as the 
patients tend to have low expectations of hospital food. Serving food that was 
usually eaten on a special occasion’s results in the element of ‘surprise’. This 
included food like ‘tomato rice’ and ‘Chicken Korma’ and ‘Tom yam’ -  Thai spicy 
clear soup. Well-presented food also contributed to this emotion.
“Last week they served chicken ‘korma ’ and ‘tomato rice I  didn ’t expect the 
dish in the hospital menu, as i t’s usually served during special occasions...! 
was very surprised! The moment I  saw the dish, I  ate quickly...was really 
tasty. I t ’s good to have this kind o f surprises, I  finished the food. ” (Patient 6, 
Female 2nd class, In-House)
Patients tended to expect that hospital food would be generally not palatable and 
‘boring’. Hence, when tasty food was served, they were more inclined to consume it. 
Patients did not expect to be asked if they wanted to substitute dishes that they did 
not eat or to be provided with choices, as they were unaware of the requirements to 
offer such choices, and staff did not tell them. When patients were given choices, 
therefore, they were astonished and regarded it as a special treatment. They expected 
that nurses would make the selection on their behalf, hence providing choice was 
seen as unusual, and an extra effort by staff to make patients feel better.
“I  was really surprised when the nurse asked me i f  I  wanted spicy or non- 
spicy food. I  never knew patients were allowed to choose... very surprised. 
Fm sure I  wouldn’t have eaten hospital food i f  didn’t change the menu to 
non-spicy. I  was surprised and ate hospital food because o f that. ” (Patient 8, 
Male 2nd class, In-House)
Some were even ‘surprised’ because of the hospital environment. Patients who had 
been the previous occasion reported that wards had a distinctive medicine smell that 
affected their food consumption. When they perceived the environment as conducive 
and comfortable the emotion ‘surprised’ was expressed.
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“I  fe lt surprised...which lead me to eat better. It was because o f the 
environment. There used to be strong medicine smell when you enter the 
wards, which nauseates me.... not a good feeling. But in this 
hospital...Things were different, so no problem with eating!” (Patient 12, 
Male 2nd class, In-House)
Patients were pleasantly surprised by the unexpected good taste of a dish, or a 
difference in the environment compared with earlier admissions. Previous studies 
among patients have not identified this emotion. However, ‘surprise’ was not 
uncommon in the literature discussing normal eating situation (Laros and 
Steenkamp, 2005). It has been reported as being provoked by foods such as snacks, 
chocolate and meat (Desmet and Schifferstein, 2008). Although the foods that 
elicited the emotions were not same, it is known that serving a particular dish which 
patients preferred elicited this emotion. Apart from that, factors such as taste, food 
choices and eating environment were also responsible in eliciting this emotion. 
Among patients, it is known that patients’ expectations of hospital food are low 
(especially from the study one). Therefore, when good service, tasty food and 
adequate choices were provided, it elicited - ‘surprise’. In everyday eating, aspects 
mentioned by patients may not provoke ‘surprise’, as some of the elements 
mentioned (e.g. tasty food and choice) are generally expected.
• Happiness
‘Happiness’ was described using words such as ‘cheerful’, ‘glad’ and ‘happy’. The 
main factor eliciting this emotion was staff’s empathy during meal times. Staff (both 
nurses and kitchen staff) being friendly, allocating time for a short conversation or 
simple greetings elicited this emotion.
“When I  eat alone, I  tend to think too much about my illness...Don’t really 
have the appetite to eat. A quick greeting and exchange o f words with the 
staff makes me feel better... make me feel happy... cheerful and in a way, that 
makes me eat more! ” (Patient 25, Male, 2nd class, Outsourced)
Other factors included tasty, familiar (chicken in soy sauce) and healthy food. Eating 
steamed or grilled dishes were associated with healthy eating, which elicited a sense 
of ‘happiness’ among patients.
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“The other day, they served chicken cooked in soy sauce. It was my favourite, 
and was really tasty. I  was happy because it was something that I  was 
familiar with... finished it all. ” (Patient 26, Female, 1st class, In-house)
Overall, ‘happiness’ was associated with empathy. Patients also ate better when they 
felt ‘happy’. Similarly, studies carried out to understand the characteristics of eating 
when a particular emotion was experienced have indicated that people experienced 
high levels of hunger when ‘happy’, and there was an increase in hedonic eating (the 
tendency to eat because of the pleasant taste of the food) (Macht, 1999; Canned et 
al., 2002). Among patients, the emotion ‘happy’ was elicited, and it improved their 
consumption, which could be associated with hedonic eating subsequently. Staff 
attitude towards patients and tasty food must be a focus of the hospital food 
provision, as even in general eating circumstances, being ‘happy’ encourages better 
acceptance and consumption.
• Comfort
‘Comfort’ was expressed as an emotion by patients when delicious and familiar 
dishes were served. Being able to consume in a comfortable environment also 
elicited the emotion - ‘comfort’.
“I  felt there was a sense o f comfort when they served food that was similar to 
home. Serving food that I  usually eat is very important, as Fm persuaded to 
eat. ” (Patient 10, Male, 2nd class, In-house)
Patients usually desire comfort food (Naithani et al., 2089, Porter and Cant, 2009), 
which was often indicated in this study. Comfort food is defined as foods whose 
consumption evokes a psychological comfort and pleasurable state for a person 
(Wansink et al., 2003). As such, aspects like desirable food attributes and familiarity 
of food were encapsulated in their meaning of comfort food. A comfortable eating 
environment was also necessary, which allowed patients to feel at ease during meal 
times. Studies have indicated that eating under stressful conditions is associated with 
preferences for comfort food, which reduced negative emotions (Spoor et al., 2007; 
Dube et al., 2005; Wansink et al., 2003). Patients in this study have also pointed out 
the importance of the environment, which has been previously associated with 
improved consumption (Meiselman, 2003; Pizam and Ellis, 1999), and as a tool to 
improve health outcomes (Rapp, 2008). Feeling ‘comfort’ being able to adapt to a
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new environment and feeling secure in an unfamiliar environment has been regarded 
as contributors to one’ emotions (Rapp, 2008). Specifically, the findings of this 
study also indicated the importance of the eating environment on both patients’ 
emotions and food consumption.
• Relief
At most times, patients needed assistance during mealtimes, but were often 
embarrassed or shy to ask for help from the nurses. A sense of ‘relief was present 
when nurses identified them before help was requested, and nurses were polite in 
providing assistance. Nurses’ efforts certainly helped them to consume better.
“At lunch time, I  was dreading because I  had to ask fo r  help. I  fe lt 
embarrassed to ask... I  have been independent for so long. I  couldn *t eat with 
my left hand. Luckily, the nurse came by and helped without me asking. I  was 
so so relieved... I  could eat... emotionally I  was feeling better... relieved!” 
(Patient 12, Male, 2nd class, In-House)
‘Relief was also expressed when patients perceived tasty food was served after a 
series of tasteless meals.
“I  fe lt so relieved when after so many days o f tasteless food... finally they 
served food that was really tasty. It was a goodfeeling...! was not frustrated 
as usual, so I  ate better... ” (Patient 21, Male, 3r class, Outsourced
Patients expressed ‘relief mostly because of the staffs attitude and the taste of food. 
Based on the literature, it can be concluded that this emotion has not often been 
identified under normal eating conditions, but patients experienced this emotion 
because they were shy to ask for help, their expectations of good taste were often 
low and compromised service was expected simply because it was hospital food. 
Patients’ perceptions before they received the service could be regarded as 
‘anticipated consequences’, which was regarded as one of the five sources of 
emotions by Desment and Schifferstein (2008). Their anxiety was transformed into 
‘relief when both good food and service were provided. Anxiety is an emotion 
sometimes mentioned by patients (Johns et al., 2010), and ‘relief was expressed 
when their anxiety was reduced through the food provision.
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8.4.6 Negative Emotions Experienced
Negative emotions were mentioned more often than positive emotions. This included 
emotions such as ‘frustrated’, ‘hostile’, ‘shame’, ‘bored’, ‘sad’, ‘angry’, ‘disgust’, 
‘uninterested’, ‘guilty’ and ‘lonely’. It is not uncommon to find that patients tend to 
experience more negative emotions, as many studies have indicated patients as being 
dissatisfied with hospital food (Wright et al., 2010; Fallon et al., 2008; Stanga et al., 
2003). In this section, each negative emotion elicited is examined, to understand its 
impact on patients' food consumption, especially in relation to decisions to eat food 
brought from outside.
• Frustration
‘Frustration’ was the most widely mentioned negative emotion. Patients expressed 
‘frustration’ also by using words like ‘irritated’, ‘disappointed’, ‘distressed’, 
‘annoyed’ and ‘dissatisfied’. Food attributes were most often associated with 
patients’ ‘frustration’. Repetition of dishes was frequently mentioned, especially 
fish, chicken and certain dishes (such as noodle soup, ‘ikan singgang’ -spicy fish 
soup and stir-fried cabbage).
“Fm very frustrated because they keep repeating the same dishes. I  know 
that the food will not be tasty, at least i f  they don’t repeat, I  could eat better. 
It's really frustrating. The moment I  see the same dishes.... I  get so 
frustrated... after that, I  don’t eat at all.... ” (Patient 16, Female, 1st class, 
Outsourced)
Others were ‘frustrated’ because of poor taste, especially bland food. Most patients 
were ‘frustrated’ because they were not on low salt or special diets, but were given 
bland food. Tasteless food was not expected and remained the same even after 
numerous complaints. The effect of bland food was evident when patients’ food 
consumption was reduced or food from outside was consumed, although their 
appetite was good.
“The vegetables and curry was bland. When they serve like that, I  get really 
irritated because I  want to eat... hungiy you see. But after one or two spoons, 
I  usually stop eating. I t ’s really irritating!” (Patient 22, Male, 1st class, 
Outsourced)
Serving cold food also elicited ‘frustration’, more so than tasteless food.
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“I  get distressed when they served cold food, especially my favourite food  
like noodle soup. I  don V mind i f  the taste is bland but cannot be cold... really 
frustrating because they don’t bother to serve hot food... I  don’t bother to eat 
when they serve cold food. ” (Patient 18, Female, 3rd class, Outsourced)
Patients were also ‘frustrated’ because of a lack of cultural based food and comfort 
food. Food that focused on one particular ethnicity (Malay) was considered as 
unfamiliar food by other ethnicities (Chinese and Indians), and hence the element of 
comfort was lacking. As a result, patients chose to eat food brought by their family 
or friends, resulting in high wastage of hospital food. Patients wanted some kind of 
variety or choice, reflecting their cultural food habits. For example, a Chinese patient 
did not consume spicy food and hence did not eat the food served, as no alternative 
choice was offered.
“I  can’t eat spicy food.... And I  enjoy when something that I ’m familiar is 
served. Here, it is veiy difficult because all the dishes are spicy and I  can’t 
eat. I  get frustrated every meal time because I  have to wait fo r  food from  
home... and I ’m usually really hungry, I  want to eat. I t ’s so frustrating that I  
don’t feel like I  want to eat... ” (Patient 15, Male, 3rd class, Outsourced)
Other factors related to alternatives were no choice offered in terms of portion size 
and vegetarian options, disregarding patients’ eating habits, allergies and 
preferences, and no option to choose when they could consume.
“The moment when they serve the food, and I  discover that they have not 
bothered to serve according to my allergy, I  get very frustrated! And I  
recently found out that there is a vegetarian option, why patients were not 
told? I  get so frustrated that I  don’t want to eat! ” (Patient 5, Female, 2nd 
class, In-House)
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Patients were particularly affected when meals, such as breakfast were served too 
early, which was dissimilar to their normal eating habits.
“I  certainly feel very frustrated when they serve the breahfast so early. I ’m 
usually still sleeping and not used to eat my meals so early, just can’t change 
my eating habits ...difficult. ’’(Patient 8, Male, 2nd class, In-House)
Staff attitude towards patients also ‘frustrated’ them, especially when assistance was 
required, but was not provided on time or when food trays were collected without 
any acknowledgment or recognition that the patients had not finished their meals.
“I  was eating quite slowly, but the nurses took away my trays before I  could 
finish. When I  told them... the look in their face! ...it’s like they were 
unhappy because I  was slow. They asked me to be quick. Nowadays, I  try to 
eat fast... their attitude frustrates me! I  shouldn’t be forced.... Sometimes, I  
just eat a little... I  let them take the tray” (Patient 5, Female, 2nd class, In- 
House)
Aspects that ‘frustrate’ them derived from food attributes, provision of choices, 
familiarity of the dishes, and staff’s attitude towards patients. Aspects related to food 
attributes had a more detrimental effect compared to other factors, as patients chose 
not to eat at all, and resent hospital food after one or more experiences. Being 
‘frustrated’ was one of the emotions that have been reported to have a major impact 
on patients’ food consumption, in response to someone else’s action or lack of action 
(Belanger and Dube, 1996), which was also evident throughout this study. In 
agreement with results from Desmet and Schifferstein (2008), this emotion was often 
elicited when people were disappointed with taste, quality or amount of food. 
However, their findings were reflective of food eaten out. Perhaps patients’ 
expectations are similar to those when eating out, particularly in terms of taste, 
quality and amount of food. This could be supported by the fact that patients in the 
current study, especially those who paid more (1st and 2nd class), had higher 
expectations (as indicated in study one).
• Hostility
‘Hostility’ was the second most common negative emotion elicited. The emotion 
was expressed using words such as ‘fear’, ‘scared’, ‘worried’, ‘uncomfortable’, 
‘unbearable’ and ‘unpleasant surprise’. Experiencing ‘hostility’ caused a refusal to
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accept hospital food on subsequent occasions. As a consequence, patients chose to 
eat food from outside, which elicited positive emotions like ‘happiness’ and 
‘enjoyment’. Food attributes and eating environment were the major contributors to 
this emotion. In terms of food attributes, compromised food quality, freshness and 
taste were often mentioned, and stopped patients from eating.
“On my first day here, they servedfish... it was old stock... couldn’t hear the 
smell. After that day, Iju s t couldn’t eat any fish dishes they serve. I  have this 
feeling... hostile to any fish dishes after that day” (Patient 8, Male, 2nd class, 
In-House)
Environmental factors, such as eating on the bed, and interference from the sounds 
and smells in the ward were aspects that patients could not tolerate. Feeling ‘hostile’ 
due to the eating environment was more common among patients who had to share 
with a large number of other patients (3rd class).
“I  have to share the room with a large number o f patients ....there are 
patients who can’t walk, and sometimes then I ’m eating, they might be 
vomiting or going to toilet...its really unpleasant! It has created hostility. I t ’s
really uncomfortable to eat here.... I  can’t bear it But I ’m learning to
accept, but I  can’t eat. ” (Patient 21, Male, 3rd class, Outsourced)
Patients also felt ‘hostile’ when factors like the assistance and the provision of 
choice were compromised, although it was uncommon. When food was repeated 
constantly and request for help were ignored, they tend not to ask again, in the 
example below the patient preferred not to eat, rather than ask for help.
“I  was really shy to ask for help, but I  asked..., but the nurse ignored and did 
not come back to help... I  was not able to ask fo r  help after that... I  was 
uncomfortable and scared... I  didn’t want to feel like that... i t ’s ok i f  it affects 
my food consumption, I  don’t want to ask for help. ” (Patient 24, Female, 3rd 
class, Outsourced)
In this study, ‘hostility’ was often elicited after a single experience. Similar to 
‘frustration’, feeling ‘hostile’ was identified as an emotion experienced in response 
to other’s actions or lack of action (Belanger and Dube, 1996). Failure to serve tasty 
and fresh food, ignorance towards patients’ needs and the ward setting resulted in 
adverse reactions towards hospital food. Among the general public, eating when 
feeling ‘hostile’ has been reported to influence eating (Macht, 1999). Desmet and
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Schifferstein (2008) indicated that people usually associate ‘hostility’ with fish and 
meat products, long-term consequences and doubt about the quality of food. This 
was also reflected among patients, which indicated that patients develop similar 
expectations to their general consumption (outside the hospital). In addition, it can 
be concluded that patients experienced high levels of ‘hostility’ compared to the 
general population because they often doubted the quality of hospital food, as 
indicated in study one.
• Shame
The emotion ‘shame’ was the third most common negative emotion elicited. In 
addition to ‘shame’, other words such as ‘embarrassed’, ‘humiliated’, ‘lowly’ and 
‘feel small’ were used to express this emotion. Staff attitude (both nurses and kitchen 
staff) was most to elicit this emotion. ‘Shame’ was provoked when kitchen staff did 
not smile, greet or acknowledge patients’ presence when food was served, especially 
when they perceived that others were treated differently.
“They just leave the food on the table...when they do like that, I  feel lowly 
because I  have seen how they treat the 1st class patients. It is not a good 
feeling...it affects my food consumption....They don't bother to acknowledge 
me because I ’m in 3rd class. ” (Patient 13, Female, 3rd class. Outsourced)
Shame was also provoked when nurses scolded, refused patients’ requests for extra 
portions of food and ignored patients’ requests for assistance. Many patients were 
shy or reluctant to approach staff, and when they had the courage to ask for help, 
harsh words and responses tended to be humiliating. Such behaviour compromised 
patients’ food consumption.
“Ife lt the portion size was too small....especially the vegetables. I  asked the 
nurse, she told me there is not enough food fo r  all...Ifelt so embarrassed! 
couldn’t eat the food they serve.... ” (Patient 1, Male, 3r class, In-house)
Some patients linked low quality produce with this emotion, as they could not afford 
to pay for more costly hospital services. It was assumed that compromised quality 
was provided because they were in 3rd class wards, and could not afford more 
expensive wards (i.e. 2nd and 1st class). Patients’ emotions were made even worse by 
not providing alternative choices. As such, they felt ‘lowly’ about themselves, and
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their self-esteem was severely compromised. Food consumption was not only 
compromised because of food quality, but also patients’ perception about 
themselves.
“I  feel food like fish that they were cheap ones... its ok but not old stocks! It 
smells awful... very strong smell... its revolting. I  feel they give me cheap 
food because I ’m in 3rd class... I  feel very small about myself when they do 
like that... I  don’t want it.... Feels so small and shame because I  can *t afford 
other classes. ” (Patient 15, Male, 3rd class, Outsourced)
‘Shame’ was elicited when aspects such as staff attitude, choice and food attributes 
were compromised. Feeling’ shame’ had been previously associated with 
aversiveness of hospital services (Belanger and Dube, 1996). Once patients feel 
‘shame’ due to eating experiences, it is difficult to convince them to consume 
hospital food the next time. Staff attitude was the main factor, which was quite 
different from everyday eating. One of the five sources of emotions suggested by 
Desmet and Schifferstein (2008) includes ‘actions of associated agents’, which 
indicated how other people’s actions influences elicitation of emotions, especially 
‘shame’. Therefore, it could be concluded that staff’s role is indeed crucial, and they 
must be careful not to elicit negative emotions through their actions. The general 
population only felt ‘shame’ with the way they eat or quality of food (e.g. junk food) 
or the consequences of what they eat (Desmet and Schifferstein, 2008). Findings 
indicate that patients experience ‘shame’, mainly due to factors which were unique 
to hospital food provision.
• Boredom
Patients were ‘bored’ mostly because of lack of food choices or variety. The 
majority of patients were ‘bored’ by the monotonous meals and repetition of fish and 
chicken every day. They were extremely ‘bored’, especially after more than a week 
in the hospital. As a result, they usually asked their family to bring food, even in the 
1st class wards.
“I  can’t tolerate and Fm extremely bored with the routine o f serving fish and 
chicken every day. I  have to eat but really can’t eat much... very boring... 
can’t eat. ” (Patient 16, Female, 1st class, Outsourced)
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Patients were also ‘bored’ when they had to consume alone. Eating alone was 
unusual for many; hence they preferred to eat in the presence of others.
“I t’s extremely boring to eat alone. I  don’t think I  eat better because I  eat 
alone... I ’m too bored, that I  don’t feel I  want to eat... ” (Patient 3, Male, 3rd 
class, Outsourced)
Type of food and eating environment elicited ‘boredom’ and compromised patients’ 
food consumption. Findings from the study one and another study (Mehrabian, 1995) 
indicated the existence of ‘boredom’ and how it can be reduced through a good meal 
provision. The findings of study two recognises ‘boredom’ as an emotion elicited by 
lack of food variety (repetition of fish and chicken) and lack of company, which 
could be reduced through menu alterations or a communal dining area.
• Sadness
‘Sadness’ encompassed emotions such as ‘depressed’, ‘unhappy’, ‘distressed’ and 
‘disturbed’. In relation to food attributes, factors such as food texture, taste and 
ingredients were directly implicated with the emotion category ‘sadness’. Use of 
thickener in sauces and curries (which changed the texture and taste) in one of the 
hospitals was regarded as totally unacceptable. Patients were expecting a better food 
texture and taste and wanted to eat. However, they were ‘upset’ when compromised 
quality food was provided and could not eat.
“They add thickener at all...They add corn starch. They don’t care about the 
taste. I  get very sad because often my favourite food is served, can I  can 7 
eat. The texture really makes me distressed!” (Patient 14, Female, 2nd class, 
Outsourced)
Patients also keen to eat when comfort food was provided, but due to lack of 
attention to preparation and ingredients, they were ‘sad’ with the actual food and 
discontinued eating, which was also evident in the 1st class wards. Foods such as rice 
porridge, chicken soup and red bean porridge were regarded as comfort food.
“Rice porridge brings back good memories... when my mum used to prepare 
it fo r me... i t ’s always been comforting food fo r  me. However, when I  started 
to eat, I  stopped... I  became depressed because ingredients were lacking... I  
was sad. ” (Patient 23, Female 1st class, Outsourced)
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Although some patients felt ‘bored’ when they had to eat alone, relatively more 
patients were feeling ‘sad’ when they consumed food alone, on the bed, and tended 
not to eat well.
“Iprefer to eat like at home...it with others because when I  eat alone, I  tend 
to think a lot...it makes me sad. And when I  feel sad, I  can’t eat... ” (Patient 
18, Female, 3rd class, Outsourced)
Patients also felt ‘distressed’ when they were unable to choose their meals. They 
wanted to know what was provided before it was served, as there were some dishes, 
they do not consume.
“I  was quite distressed because there was only one menu, and I  don’t know 
what will be served. No point in serving something that I  don’t eat, it will be 
wasted. ” (Patient 20, Male, 3rd class, Outsourced)
This emotion was expressed in relation to aspects such as food attributes, 
environment and the provision of choice. In agreement with Belanger and Dube 
(1996), patients became ‘sad’ when they developed aversiveness towards the food 
provision. In the general population, individuals have been reported to eat in an 
effort to gain comfort (Spoor et al., 2007). Requesting comfort food can be seen as a 
remedy for ‘sadness’ among patients, but quality of food served was often a 
disappointment. ‘Sadness’ is usually elicited by foods associated with unpleasant 
past memories (Desmet and Schifferstein, 2008). However, findings indicate that 
there are a number of factors apart from past memories. Feeling ‘sad is often 
regarded as a general emotion when an individual is hospitalised, but it is also 
specifically elicited by factors associated with the food provision in hospitals and 
can have a detrimental impact on patients’ food consumption.
• Anger
Patients felt ‘angry’ when aspects such as food attributes and choices were 
compromised. Particularly, they were ‘angered’ when cold food was served, or less 
attention was given to ingredients and taste. It was also elicited when staff did not 
show much empathy during meal times.
229
Chapter 8: Findings and Discussion II (Study Two)
“It really angered me when they served cold fried noodles every time... I  
stopped eating after that. ” (Patient 2, Male, 3rd class, In-House)
“I  was angry when tasteless food  was seiwed again and again...how to eat? I  
didn’t eat, asked my family to bring food. ” (Patient 8, Male, 2nd class, In- 
House)
‘Anger’ is regarded as a strong and common emotion, not only often mentioned in 
psychological studies (Ortony and Turner, 1990), but also in studies related to 
general food consumption (Laros and Steenkamp, 2005). ‘Anger’ was often related 
with impulsive eating, where food consumption was increased (Macht, 1999). It was 
expected that ‘anger’ may be elicited during patients’ meal times, but increased in 
food consumption was not predicted, as ‘anger’ was elicited by the food attributes 
itself. Interestingly, patients were ‘angered’ when factors mentioned were 
repetitively compromised. At first, only ‘dissatisfaction’ was expressed and 
compromised food and service was tolerated. However, after a few incidents, ‘anger’ 
was elicited. This emotion often leads to discontinuation of consumption and focuses 
on outside food. In agreement with the general population, patients were ‘angry’ 
when aspects related to food attributes were unsatisfactory (Desmet and 
Schifferstein, 2008), but the emotion was not easily elicited because patients, tried to 
accept the food before giving up. They tried to accept hospital food with some flaws 
because they usually did not have other alternatives or they perceived hospital food 
as the most suitable food for their health condition.
• Lack of Interest
Patients indicated that they felt ‘uninterested’, ‘discouraged’ or were ‘tired of 
eating’, which was associated with familiarity of food and the choices available. 
Serving unfamiliar food was the main issue associated with this emotion. 
Particularly, dishes based on one particular ethnicity, as gradually patients became 
‘uninterested’ to eat. This was common among patients who were hospitalised for 
longer. Patients who were Chinese or Indians wanted familiar food, preferably not 
Malay dishes, particularly when they were very sick.
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“Malays dishes are not something that I  eat usually... I  feel I ’m discouraged 
or become uninterested when Malay dishes were served, particularly when I  
was feeling unwell. ” (Patient 19, Male, 2nd class, Outsourced)
Being ‘uninterested’ was associated with cultural food habits and lack of opportunity 
to choose their meals. The word ‘uninterested’ to eat has not often been used to 
describe emotions, but it is specifically used to describe the least favourite foods 
(King and Meiselman, 2010). Similarly, patients indicated this emotion in relation to 
a certain food type -  Malay ethnic food, as hospitals focused only on one culture’s 
food habits (Malay food).
• Guilt
A small number of patients felt ‘guilty’ after their meal experience. Being ‘guilty’ 
was associated with aspects such as food attributes, choice and the staffs attitude. 
Regardless of the reason, patients felt ‘guilty’ because they wasted a substantial 
amount of food. Patients were discouraged by presentation of large portions, taste or 
choices, which elicited guilt. A few were ‘guilty’ when they were not able to eat 
after much encouragement from the nurses, due to lack of appetite.
“The taste... the texture and a large portion o f food... ugh! I  cannot eat at 
all! I  have tried, but I  couldn’t eat.... I  feel guilty... very guilty because I ’m 
wasting food. Sometimes the nurses encourage me to eat, but still cannot... 
feel guilty they take the effort to encourage me but I  can’t eat. ” (Patient 14, 
Female, 2nd class, Outsourced)
Being ‘guilty’ has been mentioned by patients in a previous study, but it was 
regarded as a self-attributed (not elicited by food) emotion (Belanger and Dube, 
1996). However, in this study, being ‘guilty’ was attributed to certain factors, like 
tasteless food and staff empathy linked to wasting large amounts of food. They were 
concerned about the amount of effort and money spent on providing the food. In 
contrast, most of them felt wasting food was unavoidable, as various factors (e.g. 
Taste, texture, presentation, temperature) was compromised and deterred them from 
eating. Interestingly, ‘guilt’ has often been related to worrying over the 
consequences when unhealthy or when indulgent foods (e.g. chocolate, ice-cream)
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was consumed (King and Meiselman, 2010; Wansink et al., 2003). However, this 
emotion was elicited, mainly when patients were unable to finish the food that was 
provided in the hospital. Unlike healthy individuals, elicitation of this emotion is 
strongly related to patients’ health condition (being sick) and by the fact that they 
were unable to eat well. This indicates that elicitation of emotions could be different 
among patients compared to healthy individuals.
• Disgust
This emotion was expressed when patients could not tolerate the hospital food at all. 
‘Disgust’ was described using words such as ‘disgusted’, ‘hate’, ‘horrible’ and 
‘revolting’. ‘Disgust’ was a strong negative feeling, which was not often mentioned. 
However, when it was evoked, patients’ perceptions towards hospital food changed 
drastically, and they avoided hospital food after that. There was only one particular 
aspect that elicited ‘disgust’ -  food attributes. Specifically, almost all the patients felt 
‘disgusted’ with the texture of certain dishes. This was prevalent in one hospital, 
where appointed caterers added thickener (com starch) to soups and curries. The 
thick consistency of the dishes was regarded as unusual, and hence unacceptable.
“When they served lontong’- rolled rice in vegetable stew, I  feel very 
disgusted. The dish is usually very thick... doesn’t look or taste like 
‘lontong’... I  hate it. ” (Patient 22, Male, 1st class, Outsourced)
Other factors that elicited this emotion were the presentation of food (neatness and 
food spillage) and perceived freshness of food. Patients lacked in confidence to eat, 
as they had reservations due to factors like presentation.
“I  was disgusted by the sight offood spillage and messiness o f  the tray...Ifelt 
so disgusted that I  couldn’t eat....I don’t have the confidence to eat.” 
(Patient 3, Male 3rd class, In-House)
‘Disgust’ is usually associated with unpleasant eating experiences. It is unclear 
whether this emotion has been reported before in relation to hospital food. However, 
it is often elicited when people encounter bad quality food (Desmet and 
Schifferstein, 2008). Although patients experienced this emotion because of bad 
quality food, factors like cleanliness and neatness of presentation also contributed.
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• Loneliness
Feeling ‘lonely’ was not mentioned very often, but patients felt ‘lonely’ when they 
had to eat unaccompanied, especially on the bed. Patients who expressed 
‘loneliness’, often did not eat properly, wasted large amounts of food and preferred 
to eat with others. They were positive that their food consumption would improve if 
a communal dining area was provided, which would allow them to eat with others.
“Whenever I  eat alone...I feel so lonely. I  prefer to eat with the other. It will 
make a big difference i f  there was a dining area here...a bit o f socialising 
with others...surely I  will eat better ....won't feel lonely.” (Patient 17, 
Female, 3ld class, In-House)
Although being hospitalised itself is regarded as a ‘lonely’ process (Stanga et al., 
2003), patients in this study pointed out the particular elements, including the food 
provision, that elicits ‘loneliness’. Being ‘lonely’ certainly can be reduced by 
introducing a communal dining area, which can allow socialising among patients and 
improve their food consumption. It can also elicit positive emotion through such 
eating settings, as studies have indicated that patients ‘enjoy’ eating when they are 
able to participate in conversations with others during meal times (Dickinson et al., 
2008, Stroebele and Castro, 2004; Stanga et al., 2003).
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8.4.7 Summary of Emotions
A summary of emotions and the aspects eliciting the emotions is presented in ranked 
order, based on the frequency of mention (Table 8.6). The information presented was 
derived from section 8.4.5 and 8.4.6, where elicitation of each emotion is discussed 
in-depth.
Table 8.6: Summary of Emotions
Summary
Frustration Patients associated frustration with bland taste, cold food (noodles, curry), 
lack of opportunity to choose portion size, cultural food habits and 
vegetarian options, and lack of assistance
Interest Interested was associated with cleanliness of trays and cutlery, freshness 
(vegetables, meat) and staffs’ empathy (advice and encouragement)
Enjoyment Patients enjoyed puddings (red bean), enjoyed eating foods that elicited 
pleasant memories (rice porridge) and when there was a lack of disinfectant 
smell
Hostility Hostility was elicited after single incidents. Factors influencing this are 
freshness, taste, eating on bed, unpleasant sounds and smells and lack of 
provision of assistance
Shame This emotion was provoked when kitchen staff did not greet, nurses scolded 
or ignored patients’ requests for a particular food or portion sizes
Boredom Patients were bored when the fish and the chicken was served every day and 
when patients had to eat alone
Sadness Sadness were associated with texture (use of thickener), taste, comfort food, 
eating alone, and lacking the ability to offer higher quality service in 3rd class 
wards
Anger Patients expressed anger after they were disappointed repeatedly by factors 
such as cold food and drinks, poor food preparation (spices, salt) and taste
Surprise Patients were surprised when special dishes were served (tomato rice, 
chicken Korma), when they were allowed to choose the dishes and when 
there were no unpleasant (medicine) smell
Satisfaction This is an emotion expressed after food consumption, when 6 meals a day 
were served, assistance was provided on time, and a variety of dishes were 
served
Disgust Disgust was expressed when poor consistency dishes were served, food was 
spilled on the tray, and less attention was given to neatness in food 
presentation
Happiness Patients were happy when staff were friendly and acknowledged them, food 
was tasty and familiar, and healthy dishes were served
Lack of Patients expressed this emotion when unfamiliar food was served, lack of
Interest focus on cultural food habits, there was a lack of opportunity to choose, and 
fish and chicken were served every day
Guilt Patients were guilty because they wasted hospital food
Comfort Patients felt ‘comfort’ when delicious and familiar dishes were served
Relief Relief was expressed when patients encountered positive experiences, as 
their initial expectations were low in terms of food and service
Loneliness Patients felt lonely when they had to eat alone, especially on the bed
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8.5 Relationship between Emotions and Hospitalisation 
Factors
For all the emotions experienced by patients, it was evident that meal-related factors 
were responsible in eliciting the emotions. Although patients are generally expected 
to experience negative emotions due to hospitalisation itself, study two indicated 
particular emotions that were elicited by meal-related factors. Consistent with the 
findings of study one, the factors associated with food consumption were responsible 
for eliciting the emotions. The factors were clustered into five groups, 'food 
attributes’, familiarity o ffo o d ’, feeling cared fo r  by staff, ‘rights to choose’ and 
‘eating environment’. The factors were analysed using the chi-square test to establish 
the relationship between the factors and emotions elicited. Analysis indicated that 
whether patients experience positive or negative emotions were associated with the 
groups of factors mentioned by patients.
Apart from factors specific to food provision, associations between emotions and 
other factors related to patients’ hospitalisation and demographic factors were 
explored. This included factors such as reasons admitted, duration o f  stay, no o f  
times admitted, class o f ward, catering system used, location and size o f hospital, 
age, gender, ethnicity and education level However, it became evident that only 
‘reason for admission’ (surgery, accident, dengue fever, chest pain/observation and 
others (Asthma, Gout) were associated with the type of emotions (positive or 
negative) they experienced by analysing the incidents
8.5.1 Type of Emotions and Food Provision Attributes
The chi-square analysis determined statistically significant associations between the 
type of emotion - positive or negative (based on incidents that elicited the emotions) 
and food provision factors (food attributes, familiarity o f food, feeling cared by staff, 
rights to choose and eating environment). Chi-square analysis (test of independence) 
resulted in X2 (4, N = 180) = 17.626, jy = 0.001 (shown in Table 8.7), indicating that 
there was a relationship between the incidents that elicited positive or negative 
emotions and food provision factors. In other words, whether patients experience 
positive or negative emotions are associated with the food provision factors (food
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attributes’, ‘familiarity o f  fo o d ’, feeling cared by staff, ‘rights to choose’ and 
‘eating environment ’).
Chi-Square analysis also indicated that incidents that elicited positive emotions were 
evoked mostly by food attributes (n=35, 19.4%), followed by feeling cared by staff 
(n=20, \\A% ), familiarity o f  food  (n=13, 12%), rights to choose (n= 7, 3.9%) and 
eating environment (n=3, 1.7%). It can be concluded that food attributes were 
mainly associated in eliciting positive emotions. On the other hand, environment 
factors (such as sound, smell and a communal dining area) elicited least number of 
incidences related to positive emotions.
Similar to positive emotions, food attributes (n=47, 26.1%) were also highly 
associated with incidents that elicited negative emotions. This was followed by 
factors like rights to choose (n=25, 13.9%), eating environment (n=ll, 6.1%), 
feeling cared by staff (n=10, 5.6%) and familiarity o f food (n=9, 5.0%). Results 
indicated that elicitation of negative emotions was related to factors identified, and 
food attributes elicited most of the negative emotions and familiarity o f  food elicited 
the least number of incidents which elicited negative emotions.
Table 8.7: Relationship between Incidents that Elicited (Positive or Negative) 
and Food Provision Factors
Incidents Eliciting Incidents Eliciting 
Positive Emotions Negative Emotions
N % N %
Total
N %
Chi Square
Food Provision 
Factors
Food Attributes 35 19.4 47 26.1 82 45.6
P e a r s o n  C h i -  
S q u a r e
v a l u e  =  1 7 . 6 2 6
Familiarity of Food 13 7.2 9 5.0 22 12.2
Feeling Cared by Staff' 20 11.1 10 5.6 30 16.7 d f  =  4
Rights to Choose 7 3.9 25 13.9 32 17.8
p  =  0 . 0 0 1
Eating Environment 3 1.7 11 6.1 14 7.8
Total 78 43.3 102 56.7 180 100
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Factors emerging have previously been associated with compromised food 
consumption (Vivanti et a l, 2008; Naithani et al., 2008; Hartwell et al., 2008; Lassen 
et al., 2005; Stanga et al., 2003). However, in this study, it was possible to associate 
the factors with particular emotions that patients experience. It was also possible to 
understand how emotions experienced were direct contributors towards patients’ 
food consumption. Previous studies have indicated factors mentioned in Table 8.7 as 
factors that influenced patients’ food consumption. However, the main reason for not 
eating was the emotions elicited by the factors previously researched. The findings 
of this study provided a more in-depth understanding of patients’ food consumption, 
adding the crucial role of emotions to patients’ food consumption models or theories.
8.5.2 Type of Emotions and Reason Admitted
The chi-square analysis determined significant associations between type of emotion 
- positive or negative (based on incidents that elicited the emotions) and reason 
admitted (surgery, accident, dengue fever, chest pain/observation and others 
(Asthma, Gout). Chi-square analysis (test of independence) resulted in X2 (4, N = 
180) = 10.56, p  = 0.03. Since the p  value was < 0.05, it was concluded that there 
were relationships between the type of emotion and the reasons patients were 
admitted.
Positive emotions were elicited mostly when patients were admitted for chest 
pain/observation (n = 24, 13.3%), followed by Dengue fever (n=22, 12.2%), surgery 
(n=15, 8.3%), Others (Asthma, Gout) (n=9, 5.0%) and accident (n=8, 4.4%) (shown 
in Table 8.8). In terms of negative emotions, being admitted for surgery was highly 
associated with negative emotions (n=34, 18.9%), followed by accident (n=18, 
10.0%), Dengue fever (n=27, 15.0%), chest pain/observation (n=16, 8.9%), and 
Others (Asthma, Gout) (n=7, 3.9%). It can be also said that patients admitted for 
surgery were more likely to experience negative emotions compared to patients 
admitted for Asthma or Gout. Based on the chi-square test, it can be said that there is 
a relationship between type of emotions and reason for admission.
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Table 8.8: Relationship between Incidents that Elicited Emotion (Positive or 
Negative) and Reason for Admission
Reason Admitted Incidents Eliciting Incidents Total Chi- Square
Positive Emotions Eliciting
Negative
Emotions
N % N % N %
Surgery 15 8.3 34 18.9 49 27.2 Pearson Chi-
Accident 8 4.4 18 10.0 26 14.4
Square 
value = 10.561
Dengue Fever 22 12.2 27 15.0 49 27.2 df =4
Chest Pain/Observation 24 13.3 16 8.9 40 22.2
p = 0.032
Others 9 5.0 7 3.9 16 8.9
Past studies of hospital food that explored patients’ emotions with regards to hospital 
foodservice, had indicated positive emotions when patients judged their health status 
more favourable (Belanger and Dube, 1996). In this study, it was found that the 
reason patients were admitted influenced their emotional well-being. This indicates 
that emotions elicited differed among patients with different medical conditions, 
which have an impact on their food consumption. From patients’ experiences, it was 
found that patients admitted for accident expected services that were similar to usual 
food consumption experience, in agreement with Belanger and Dube (1996). For 
example, bland food was often related as being a poor person’s food, and unsuitable 
for their consumption. This is because they did not regard themselves as sick.
Those who were admitted for surgery were more critical to the food provision, as 
their appetite was often compromised, and they stayed longer compared to others. 
Patients who were admitted for chest pain/observation were more accepting when it 
comes to hospital food compared to others. They were willing to compromise 
aspects related to food attributes and eating environment. They were also determined 
to change their eating habits (less salt, sugar, and fat), as they worried about their 
health condition. They viewed hospital food as a model of food consumption that 
would lead to a healthier lifestyle.
Different emotions were elicited between different groups of patients, but it was not 
clearly indicated from the interview sessions with patients. Further analysis of each 
incident and chi-square tests leads to recognition of relationships between the types
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of emotions and reason admitted. It was also evident that these factors influenced 
patients’ food consumption, although studies are yet to empirically prove that 
elicitation of either positive or negative emotions affects patients’ food consumption. 
Reasons for admission remain as an important factor because emotions were elicited 
according to different types of health conditions, which affect their food 
consumption. Perhaps this can be viewed as their personal evaluation of how sick 
they are, hence preference was evident accordingly. Often, they chose to eat food 
from outside, as they could not accept hospital food, as they regarded consuming 
food from outside as a pleasurable eating experience.
8.6 Conclusion
This chapter discussed the findings of study two. The emotions experienced by 
patients were explored in-depth, whereby there were 17 main emotions elicited by 
various factors within the food provision service - interested, enjoyed, satisfied, 
surprised, happy, comfort, relieved, frustrated, hostile, shame, bored, sad, angry, 
disgust, lonely, uninterested and guilty. Findings showed that whether patients 
experienced positive or negative emotions was associated with food provision 
factors (taste, temperature, presentation, freshness, variety, empathy, assistance, 
eating environment, ingredients used and wastage). Other factors affecting 
elicitation of emotions were reasons for admission (surgery, accident, dengue fever, 
chest pain/observation and others - Asthma, Gout). The findings of this study 
provided understanding about the role of emotions, and established emotion as a 
powerful intermediating factor on their food consumption. The findings of study two 
provided strong supporting evidence on the influences of emotion on patients’ food 
consumption mentioned in study one and relevant literature.
In-depth understanding of emotion elicitation and its impact on patients’ food 
consumption was possible by conducting research in a qualitative manner. 
Specifically, the Critical Incident Technique (CIT) with a combination of the semi­
structured interviews provided a clearer picture of patients’ experiences. The CIT 
allowed analysis of each incident, which provided adequate information to 
understand not only the role of emotions, but also factors that evoked the emotions 
and subsequently influences on food consumption. The methodological approach
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was indeed valuable in recognising the emotions elicited by factors related to food 
provision.
However, it must be acknowledged that encouraging patients to freely converse and 
express their emotions was not an easy task. Expressing their emotions was only 
possible after patients’ trust is built between a patient and the researcher/interviewer. 
Gaining patients’ trust and confidence are a slow process, but essential for this study, 
as it ensured patients were honest and confided in the researcher about their 
experiences in-detail. Malaysian patients were particularly shy in expressing their 
experiences, especially their dissatisfactions. Malaysians are particularly shy in 
expressing their views in relation to food choice (Prescott et al., 2002), and this are 
also known from the study one. Therefore, their reluctance in explaining their 
emotions was to be expected. Most of them rather tolerate any flaws in the service 
provision rather than sharing with others. A strong people skill, especially 
approachable and friendly approach is needed. Nevertheless, the methodology used 
provided the depth of information needed to understand the influences of emotions 
on patients’ food consumption. Overall, emotion was identified, as an important 
factor influencing patients’ food consumption.
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9.1 Introduction
In this chapter, overall discussion and conclusions of the study are presented. Study 
one (Chapter 1 to 4) focused on understanding various factors within the hospital 
foodservice on patients’ preferences and consumption. Contributions from both 
patients and staff (doctors, nurses, foodservice managers and dieticians) were useful 
in understanding factors affecting patients’ food consumption. Study one indicated 
emotion as a possible factor affecting patients’ food consumption. Therefore, study 
two focused on exploring the role of emotion on patients’ food consumption. The 
findings revealed the crucial role of emotions on patients’ food consumption, 
identified emotion as a key factor affecting patients’ food consumption.
Factors affecting patients’ food consumption (identified in study one) were 
responsible for eliciting different emotions, which subsequently affected their food 
consumption. To date, the role of emotion is rather hidden and unexplored, but 
indeed fundamental because it profoundly affects patients’ food consumption, as 
indicated by study two and other researchers (Belangar and Dube, 1996). Chapter 9 
is organised around these aspects, with discussions of the findings. The contributions 
of this study, limitations and suggestions for future study are included.
9.2 Difference in perception on the Food Provision between Patients 
and Staff
Acquiring both patients and staffs’ perceptions (in study one) on hospital food were
extremely useful in understanding aspects that influenced patients’ food
consumption. Various groups of staff were responsible in delivering various
services, related to the food provision. Although they played different roles, it was
evident that their actions and attitudes influenced patients’ food consumption in
evoking both positive and negative emotions. Variation in perceptions between staff
and patients indicated that there was another significant factor, which influenced
patients’ food consumption -  emotions. Changes in experiences due to treatment by
staff not only altered patients’ motivation to eat, but also shifted the focus of their
health condition to desiring to experience enjoyable and comforting eating
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experiences (Stratton et al., 2001). As such, the meaning food or eating itself 
changed, from cognition to be more emotional, which was evident in study two. 
Patients were driven by the emotions because of the desire to feel ‘comfort’ and 
‘enjoyment’. Different dimensions of a meal could be observed when focus differed 
in terms of time, space and social contact (FjellstrOm, 2004), which was very true 
when the eating environment changed among hospitalised patients. Staff were often 
blamed for not providing the assistance needed both for ordering and consuming 
food (Westergren et al., 2009; Walton and Williams, 2006; Dupertuise et al., 2003 
and Kowonko et al., 2001. More importantly, it was found (from study one) that 
staff, especially nurses knew very well about patients’ preferences, but necessary 
actions were often not taken. Study one and two complemented each other because 
the elicitation of emotions was understood mainly from patients’ perspectives, but 
the staffs’ views were also valuable.
The findings discussed are useful in restructuring of the food provision in hospitals 
with similar hospital organisations as public hospitals in Malaysia. It is also valuable 
since perspectives of various stakeholders within the hospital foodservice system 
were analysed. Most importantly, emotion was the centre of the findings, indicating 
the role of emotion in affecting patients’ food consumption.
9.3 Emotion as a Key Factor Affecting Food Consumption
Study one and two highlighted the association between particular emotions and the
food provisioning factors, which have been investigated before by many researchers. 
This includes food attributes (Johns et al., 2010; Tranter et al., 2009), food choice 
(Shoemaker et al, 2003; Barton et al., 2000), familiarity of food (Lassen et al., 2005; 
Canetti et al., 2002, role of staff (Wright et al., 2008; Xia and McCutcheon, 2006), 
and eating environment (Engelund et al., 2007; Storable and Castor, 2004). To date, 
these factors have been associated directly with patients’ food consumption.
However, emotion was identified as a key factor that affected patients’ food 
consumption in this study. Emotion could be seen as an intermediating factor 
between factors affecting patients’ food consumption and patients’ food 
consumption. Previously investigated factors were aspects that elicited emotions,
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which were responsible for altering patients’ eating behaviour as a result. It is known 
that human eating behaviour, which is influenced by cues from foods, the body and 
the social and physical environment, is affected by and associated with emotions 
(Desmet and Schifferstein, 2008). This study provided evidence that humans, 
particularly hospitalised patients were affected by emotions that often had 
detrimental effects on patients’ food consumption. These emotions were elicited by a 
number of factors, which are discussed in section 9.4.
9.4 Main Factors that Eliciting Emotions
Emotional experiences of patients are crucial, contributing to understanding of the 
psychological processes that underlie food consumption judgement (Belanger and 
Dube, 1996). As such, the findings of this study indicated two main things;
• A number of factors were associated with elicitation of particular 
emotions
• There was evidence that emotions (both positive and negative) were 
associated with factors such as food  attributes, food  choice, familiarity 
with food, the role o f  s ta ff and eating environment
Both positive and negative emotions have been recognised as vital in any food 
consumption situation (Berkowitz, 2000; Watson et al., 1999), and this was also 
found among patients (in the current study). Previous studies have classified factors 
(such as sensory attributes, experienced consequences, anticipated consequences, 
personal/cultural meanings and actions of associated agents) that elicited positive or 
negative emotions (Desmet and Schifferstein 2008), based on healthy individuals., 
Similar factors were encapsulated in this study, but the importance differed in this 
various eating situation. Regardless of similarity and differences between the factors 
mentioned by healthy individuals, patients’ motivation to eat was not directly 
associated with the nutritive value of the food. Their main motive was to experience 
‘comfort eating’ and at times a ‘pleasurable’ eating experience. The role of emotions 
was evident, and it was possible to understand the sources of the emotions in their 
eating experiences. The sources were regarded as eliciting factors, which are further 
discussed.
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9.4.1 Food Attributes
Food attributes includes factors such as taste, temperature, presentation, freshness, 
variety, ingredients used and wastage. Taste elicited both positive and negative 
emotions such as ‘frustration’, ‘disgust’ and ‘surprise’. Taste was the aspects most 
patients were not satisfied with, but when food was tasty, often then elicits surprise, 
it was the most influential factor in persuading them to eat. Poor taste was the main 
reason patients choose to eat food from home, although many were forced to eat 
because their family members could not bring food. In such cases, repeated 
consumption was compromised. Generally, older patients (55 years old and above) 
and those who had been admitted before were less concerned about taste. Previous 
experiences of hospitalisation certainly provided some familiarity and lowered their 
expectations of hospital food. Taste has often been responsible for the elicitation of 
negative emotions among patients, which was consistent with findings with healthy 
individuals (Macht and Simon, 2000). The importance of taste was evident by 
elicitation of strong emotions such as ‘disgust’. This can be changed by introducing 
changes in food preparation, emphasizing taste. Apart from that, it could be 
concluded that not everybody has the same taste preferences, which has to be 
addressed in the hospitals.
Use of ingredients such as salt, thickener, spices and herbs made patients ‘sad’ or 
‘angry’ if it compromised the taste and texture of food. Some cooking methods, like 
steaming and grilling were regarded as healthy eating initiatives and made patients 
‘happy’ and ‘satisfied’. Patients were ‘angry’ when the preparation was not 
consistent, neglected and lead to sub-standard representation of familiar dishes, 
which affected the taste. It was evident that patients were concerned about 
ingredients and cooking methods used (Holmes, 1999; Naithani et al., 2008), but 
elicitation of negative emotions and identification of specific aspects contributing to 
elicitations of the emotions were recognised in this study. Overall, negative emotions 
were elicited by lack of attention given to taste and ingredients (food preparation).
Freshness was perceived to emotion categories - ‘hostile’ and ‘interest’, where 3rd 
class food was often related as old stock, and prepared with cheap quality 
ingredients. Judgement of freshness was quickly made by either the odours, tasting
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or the presentation of the food. The element of freshness is indeed crucial for 
patients, as the study indicated that fresh foods were most preferred and helped them 
to eat more (Kennewell and Kokkinakos, 2001; Williams, 1988). Perceived lack of 
freshness of food seemed to be an extremely important aspect that often stopped 
patients from continuing eating, due to ‘hostility’ felt towards food as a result.
Temperature of food, especially cold breakfast and no alternative for reheating made 
food to lack in aroma and to be unpalatable. Cold food was particularly associated 
with a centralised plating system (which related also to location of the hospital - 
urban areas and size of hospital - big. Serving cold food ‘angered’ and ‘frustrated’ 
patients. At times, the temperature was more crucial than taste, because patients were 
willing to eat tasteless food on condition that the food was hot. When patients were 
‘angry’ or ‘frustrated’ because of the temperature, most of them refused to continue 
eating. This was even observed among patients who were hungry or had looked 
forward to eating. The temperature has been frequently mentioned in the literature to 
be an influential factor (Naithani et al., 2008; Dupertuis et al., 2003, Lan et al., 1998; 
DeLuco and Cremer, 1990),_and particularly in relation to centralised plating 
systems (Mibey, 2002). Simply addressing this problem by implementing a suitable 
plating system, or a means of maintaining temperature could ensure elicitation of 
positive emotions and improved food consumption.
Good presentation of food gave assurance to eat, especially when garnishing was 
prioritised (usually when ‘outsourced’ catering system was used). Patients were 
either ‘disgusted’ or ‘interested’, depending on the presentation. It was not unusual 
to learn that presentation of hospital food is often unattractive or not appetising 
(Naithani et al., 2008), but it was unclear how the presentation could influence their 
food consumption. The findings of the current study have established that 
presentation provoked elicitation of particular and sometimes very strong emotions, 
which influenced patients’ decision on whether to consume or not. Good 
presentation played a vital role in persuading patients to eat, especially among older 
patients, as often, they complained of a lack of appetite. They were only ‘interested’ 
when the first contact with food (presentation) was satisfactory in their perspective 
(e.g. when food was served neatly, without any spillage and appropriately garnished.
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Variety, especially in terms of traditional dishes was a focus in rural and smaller 
hospitals. Patients were ‘satisfied’ and viewed the meal as ‘pleasurable’ when 
variety was offered. However, patients were ‘bored’ and ‘frustrated’ when fish and 
chicken were served every day. Providing fish and chicken every day is a unique 
practice to Malaysian hospitals, which needs alteration, as findings highlighted the 
need for a variety in the food provision. Similar to the findings by Hartwell and 
Edwards (2003), this study also demonstrated higher ‘boredom’ among those who 
stayed longer. This implies the need for changes in the menu cycle and considerable 
modifications in terms of the type of food served, as variety could evoke positive 
emotions and improve consumption. In general, repetition of foods every day 
(which limited variety of food) must be evaluated by foodservice managers because 
consumption of hospital food could be ‘pleasurable’, and better food intake could be 
expected.
Hygiene was very important to patients, where preparation and presentation of food 
using the outsourced system was much ‘appreciated’. Neat presentation of food, staff 
attire and clean cutlery sets were perceived as an indicator of good hygiene. Patients 
who were admitted for the first time and those in the age group of 22-34 and 44-54 
were most worried about hygiene. They were ‘surprised’ when high standards of 
hygiene were maintained in public hospitals, and they ate better, as they perceived 
hygiene has tremendously improved over the years in public hospitals. In contrast, 
messy trays evoked ‘disgust’ and lead to decreased appetite.
According to Macht et al., (2005), emotions evoked by food may depend on the 
internal state of the individual, such as the nutritional state and overall physical 
state. It was anticipated that the factors mentioned by Macht et al., (2005) would be 
influential, especially among patients. However, the hedonic eating experience was 
highly influential in eliciting both positive and negative emotions. In conclusion, the 
aspects discussed {taste, temperature, presentation, freshness, variety, ingredients 
used and wastage) are likely to evoke emotions, especially negative emotions that 
compromised patients’ food consumption. In comparison with other factors, food 
attributes can be regarded as the highest contributor of both positive and negative
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emotions. It will be useful to further confirm this using a quantitative research. 
Neglect of aspects related to food attributes were often mentioned compared to other 
factors, indicating implications for their consumption (e.g. refusal to eat, rejection of 
hospital food). Therefore, this factor must be further emphasized and focused in 
future research. Even after much research, this factor still remains compromised. 
Hopefully, identification of emotions could be helpful in understanding the role of 
food attributes on patients’ eating behaviour, and result in positive changes.
9.4.2 Familiarity of Food
Familiarity of food was associated with factors such as cultural food habits, meaning 
o f food and favourite food. Hospital food had various meanings to different patients, 
such as “comfort food” or “healthy meal”. In general, patients also associated 
hospital food with compromised and unacceptable food, due to various factors. 
Younger patients (aged 21 to 34 years old) were concerned about eating “healthy 
food” compared to other age groups. Preferring to eat “healthy food” is unusual 
among patients, as they preferred to eat “comfort food” (which is usually not a 
healthy choice). The findings indicated that patients who did not feel very sick were 
the ones who wanted to eat healthier options. Perhaps, they wanted food that 
matched their daily lifestyle or they were determined to change their eating habits, 
due to the hospitalisation experience. “Comfort food” was essential for older patients 
(55 and above) and for patients who felt very sick. Other studies have also indicated 
the preference for “comfort food” across different age groups (Dube et al, 2005; 
Wansink et al., 2003). It is known that “comfort food” is preferred when an 
individual is sick, but whether this is addressed by the hospital foodservice 
management is doubtful.
Patients were ‘surprised’ and ‘anticipated’ to eat when their favourite food or food 
that reminded them of their childhood were served. More positive emotions were 
elicited in rural and smaller hospitals, which focused more on local favourites, which 
matched patients’ preferences compared to urban and bigger hospitals. Focusing on 
local dishes was also related to ‘in-house’ catering. Study one, it is known that 
serving local dishes were often the foodservice managers’ initiative. However, its
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importance was frequently undermined and overlooked, especially in bigger and 
urban hospitals.
Cultural food habits were not focused in all the hospitals, making patients 
‘uninterested’ to eat, ‘bored’ and ‘frustrated’. However, ethnicity based food 
(cultural food habits) were not an issue for Malay patients (the majority), because 
they were ‘happy’ and ‘enjoyed’ the meals, as they were familiar and similar to food 
eaten at home. Patients’ diversified backgrounds were reflected in their food habits, 
but hospitals failed to address this. They were unaware of elicitation of negative 
emotions, as the consequence of neglecting cultural food habits. Food habits are a 
cultural component that contributes greatly to patients’ intention to consume, and 
were often difficult to change (Canetti, 2002). It is generally assumed that patients 
eat what is served (by the foodservice management), but knowledge and awareness 
of patients’ preferences was lacking among staff who failed to recognise the 
importance of serving food according to patients’ eating habits.
Overall, serving familiar food persuaded patients to consume hospital food. Patients 
had indicated that when they are sick, it was not the right time to experience new 
tastes. Therefore, it is important to address aspects such as like cultural food habits, 
meaning o f food, importance and favourite food, providing some kind of familiarity 
in what is a new and uncomfortable environment (hospital). It is crucial to focus on 
familiarity because positive emotions motivate patients to consume better and were 
evoked when these aspects were addressed by the hospital food caterers. For 
example, ‘happiness’ was elicited when local favourites were served (as long as they 
were well-executed). It can be concluded that familiarity of food has an important 
role in patients’ food consumption, mainly because patients want the element of 
comfort fulfilled.
9.4.3 Feeling Cared for by Staff
Overall, patients regarded most nurses as lacking in the qualities such as availability 
to help, trust, closeness and empathy especially during meal times, which was also 
evident in a previous study (Sartorio and Zoboli, 2010). Strong emotions were 
elicited when patients felt they were neglected, ignored or were dissatisfied with the
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level of assistance and empathy shown, such as -  ‘angry’, ‘hate’ , ‘shame’ and ‘sad’. 
However, there was an element of ‘relief and ‘happiness’ when staff were proactive, 
kind, helpful and considerate. Caring towards patients continues to lack in hospitals 
and most importantly, staff were often unaware of the potentially negative 
consequences of their actions. Their actions could either inhibit consumption or 
promote consumption (when perceived positively).
Patients were reluctant’ to seek help based on previous experiences or they were 
worried’ that they might be humiliated. When nurses forgot their requests, they felt 
‘isolated’, and refused to seek help on other occasion. Lack of assistance often 
manifested itself low food consumption (Tsang, 2008; Xia and McCutcheon, 2006), 
which was evident in this study. Jefferies et al., (2011) reported better food 
consumption was experienced when nurses were actively involved in assisting 
patients, which some patients reported in this study The crucial role of staff during 
mealtimes has been highlighted in many studies (Naithani et al., 2008; Dickinson et 
al., 2008). However, reasons for patient’s reluctance to seek for help were 
emphasized in this study. Staff have to be careful not to provoke negative emotions, 
which could be a barrier for patients to consume hospital food or to ask for 
assistance in the future. Hospital staff, especially nurses and kitchen staff who are 
responsible in delivering food should be trained to be more empathie and helpful 
because their actions tend to elicit powerful emotions.
Advice from nurses was much ‘appreciated’ and improved patients’ consumption. 
Lack of dieticians and services that provided dietetic advice should be addressed (as 
indicated in study one). This would improve identification of malnourished patients 
and promote the provision of effective interventions to address malnutrition 
(Westergren et al., 2008; Kyle et al., 2006). On the whole, patients felt positive when 
staff took the effort to provide advice. This is because they felt more confident to 
overcome any adversities they faced due to their health condition, and also staff 
made them feel ‘special’.
It was evident that the role of staff during mealtimes was essential. More 
importantly, their current attitude towards patients was responsible in eliciting
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mostly negative emotions. The findings of this study provided an understanding of 
how strong emotions such as ‘hate’ and ‘angry’ were elicited by the lack of emphasis 
on staffs attitude towards patients. Staff (both nurses and kitchen staff) are an 
important element of the hospital foodservice. Their role has often been undermined 
or underestimated, but a few simple changes could encourage patients to eat hospital 
food. Regardless of the number of previous studies, which had highlighted the 
importance of the role staff, the situation remains unchanged. Perhaps, by realising 
how staff actions can elicit negative emotions and their impact will promote a more 
positive approach in providing the service for patients.
9.4.4 Rights to Choose
Often, patients looked forward for changes in menu, portion size, serving time and 
number o f meals. In Malaysia, patients are only allowed to choose their meals in 1st 
class wards, despite government directives that patients should be offered choices of 
spicy and non-spicy options in all wards. Patients in 3rd class wards did not know 
that they were allowed to choose their meals. Failure to provide choices, especially 
for 3rd class ward patients was common in Malaysian hospitals. However, the 
practice certainly had a detrimental impact on patients’ emotional well-being. 
Feeling segregated and ‘lowly’ was the message given by the implementation of 
such practices. On occasion where patients were allowed to choose their meals, they 
were ‘surprised’ and looked forward to eating, not realising that provision of choices 
was a part of the service. Providing food according to a class system can be an 
effective way of food provision from the staff perspectives, but it sends an 
unfortunate message to patients. A feeling of being ‘lowly’ was not expected.
Patients were also unaware of vegetarian options, and variety in terms of types of 
food (fish, chicken, vegetables) that they could select, and menus were not given to 
allow them to choose according to their eating habits and appetite. Menus would be 
welcomed by patients who stayed longer. Hospital menus have been found to not 
meet patients’ nutritional requirements (Consrantinov and Jenkins, 2008; Barton et 
al., 2000). In this study, however, lack of intake was associated with lack of appetite 
for foods offered and the inability to choose in accordance with their preferences. 
Patients wanted choices in terms of portion size, as large portions often nauseated
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them and made them ‘guilty’ when they wasted food as a result. Feeling ‘guilty’ did 
force some patients to eat more, but they did not enjoy what they ate. Over the years, 
high food wastage has been associated with foodservice management directly 
(Almdal et al., 2003, Edwards et al., 1999), but in this study it was associated with 
the negative emotion of ‘guilt ’amongst patients. Failure to allow patients to choose 
the type of food and portion sizes was related to staff’s attitude towards the provision 
of choices, which were meant to be provided. Heavy workload and a perception that 
it was a waste of time to provide choice were unacceptable reasons for not allowing 
patients to choose.
Patients were ‘frustrated’ when breakfast and dinner was served too early, which 
made them skip the meals. Similar findings were reported by Mibey and Williams 
(2002) in Australian hospitals, where meals were served too early compared to 
patients’ usual eating habits. Acknowledging this as a common problem in many 
hospitals, the British Nutrition Foundation (2003) suggested flexible serving times 
and appropriate gaps between meals, which were more suitable for patients rather 
than general to administrative convenience. Allowing some flexibility is essential to 
ensure patients have an appetite to eat when food is served. Negative emotions -  
‘frustration’ were elicited because they wanted to eat, but the food was served at an 
unsuitable time. Despite the importance of appropriate serving times, understanding 
of patients’ eating habits was lacking and was not considered in the food provision.
Hospital foodservice was investigated as a moderator of patients’ emotional well­
being by Belanger and Dube (1996). Although it was unclear, menu (food choices) 
and delivery of food were indicated as factors that were associated with negative 
feelings. In this study, food choice was often related to negative emotions, such as 
‘boredom’, ‘frustration’ ‘sadness’ and ‘lack of interest’. In general, provision of 
choice in different aspects (portion size, variety, and meal times) were decided and 
fixed by the foodservice management with little regards for patients’ eating habits 
and preferences. Although it is known that factors such as appetite and altered 
preferences are common among patients, minimum effort has been demonstrated to 
help patients to eat better. Therefore, it is not uncommon to find patients emotionally
251
Chapter 9: Conclusion
affected. Improvement and alteration of the food provision is needed, as it should 
reduce negative emotions and subsequently improve patients’ food consumption.
9.4.5 Eating Environment
Patients’ eating environment encompasses factors such as communal dining area, 
sound and smell. Eating on the bed means they have to eat alone, which elicited 
‘loneliness’ and directly affected the amount of food consumed. Unpleasant sounds 
were issues in 3rd class wards, where a large number of patients was placed in one 
room. On the whole, both sounds and smells in the wards made the patients ‘hostile’ 
towards hospital food. However, when the eating environment was perceived as 
conducive, they expressed ‘enjoyment’ and described the eating experience as 
‘pleasurable’.
Previous studies have associated ambiance in the wards with compromised food 
consumption (Naithani et al., 2008; Hartwell and Edwards, 2006; Lassen et al., 
2005). The findings of this study suggested that smells and sounds were highly 
associated with patients’ food consumption as well, but emotions elicited as a result 
of experiencing unpleasant smells and sounds (e.g. hostility) were the main reason 
they could not eat. The results also advocated the need for a communal dining area 
in each ward to promote social interaction and reduce the feeling of ‘loneliness’, but 
also to take patients away from an uncomfortable eating environment.
Adding to this, consumption also depended on the number of patients shared a room, 
where more patients in a room elevated discomfort. It was interesting to know that 
even ambiance could deter patients from consuming their meals. Elicitation of 
negative emotions when patients were ‘dissatisfied’ with the ambiance in the ward 
was strongly manifested. However, previous studies indicated that patients’ 
perception of a better eating environment was something similar to a home setting 
(Naithani et al., 2008; Lassen et al., 2005).
Elicitation of emotions, especially negative emotions through the eating environment 
was not often mentioned, unless unbearable. However, eating environment is a 
concealed factor, which indicated how a situation-attribution is important in patients’
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acceptance of hospital food. This is because the room setting, especially in relation 
to food consumption was associated with their decision to consume hospital food. 
Suggestions to provide a separate dining area by Wright et al., (2006), and Stroebele 
and Castro, (2004) should be evaluated and implemented in hospitals worldwide. 
Creating an appealing eating setting is not impossible, but it may need extra 
resources (cost). However, one-off expenses may be beneficial in the long term.
9.4.6 Summary
The factors affecting consumption of hospital food have been investigated in-depth 
and statistically proven to be associated with either positive or negative emotions 
experienced by patients. The factors have been previously studied from various 
perspectives, without consideration of the elicitation of emotion. Through qualitative 
approaches, emotion was identified as the centre of the findings. Emotions, both 
positive and negative were concealed within the factors discussed in section 9.4.1 to 
9.4.5, which was a strong psychological element influencing consumption. 
Evidently, negative emotions were easily elicited by all five factors discussed. 
Influences of emotions were strong, as it was predictive of patients’ food 
consumption. This psychological element behind patients’ food consumption has 
previously been overlooked before, as it is often hidden and not easily expressed by 
patients. By understanding the role of emotions, it is hoped that the foodservice 
managers and relevant authority involved in the hospital food provision will 
understand better the reasons behind the patients’ refusal or lack of interest in 
consuming hospital food. Elicitation of negative emotions can be prevented by 
simple changes in the service provided and better people skills (among staff).
Interestingly, Macht and Simons (2000) concluded that individuals often portray 
significant tendencies to regulate momentary emotional state. For example, increased 
consumption (Macht and Simons, 2000) or binge eating (Arrow, 1995) when feeling 
‘sad’. However, the emotive instrumental eating was not manifested among patients, 
where negative emotions were more likely to lead to lower intake. Relatively little 
was done to regulate when negative emotions were experienced by patients. It must 
be acknowledged that patients undergo tremendous changes during hospitalisation, 
where they are placed in an alien environment, and they are changed physically and
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mentally due to the treatment they undergo. Hence, it is difficult to positively 
regulate momentary emotional state like healthy individuals. The most common 
action taken by patients, especially when negative emotions were elicited was to stop 
eating hospital food completely. Regardless of whether they were aware or not, their 
eating behaviour during hospitalisation affects their nutritional intake. More 
importantly, the findings of this study have highlighted the specific emotions 
experienced by patients and main reasons for elicitation of the emotions which were 
responsible in altering their nutritional intake.
9.5 Factor Affecting Elicitation of Emotions
Findings indicated that there was an additional factor influencing elicitation of 
emotions among patients during food consumption (statistically proven), -‘reasoning 
for admission’ (which included surgery, accident, Dengue fever, 
operation/observation, Asthma and Gout).
The reasons for admission are categorised into surgical and non-surgical reasons for 
discussion. ‘Surgical’ includes post-operative care (reasons for admission such as 
surgery and accident). ‘Non-surgical’ includes admission for conditions that are not 
surgical, but required hospitalisation (reasons for admission such as Dengue fever, 
operation/observation, Asthma and Gout). Reason for admission is discussed 
separately from other factors (e.g. gender, age) in section 9.4 because it is regarded 
as a separate characteristic which also influenced elicitation of emotions. To date, 
there are only a relatively small number of studies that have associated both patients’ 
food consumption and emotions experienced with the reasons for admission or type 
of health condition.
9.5.1 Surgical Reasons
Patients admitted for surgery ‘worried’ constantly, as they did not know the outcome 
of their treatment or whether they needed further treatment. Lack of appetite and 
physical weakness are common among surgery patients (Edington et al., 2005), and 
they have been found to be often affected by the treatments that they undergo 
(Kahokehr et al., 2010). Surgical patients in this study had unpredictable appetite, 
however, their appetite improved gradually after surgery. Often, these patients were
254
Chapter 9: Conclusion
more positive about their health after surgery, which is reflected in their appetite and 
overall food consumption. They preferred comfort food and were affected mostly by 
the variety and repetition of dishes, as they tended to stay longer than others, leading 
them to experience ‘boredom’. Prolonged hospital stay has often been associated 
with undemutrition (Sorensen, 2008; Pichard et al., 2004; Chima et al., 1997). In 
addition, the findings of this study implied that longer stay was often associated with 
negative emotions like ‘boredom’, which affected consumption and may exacerbate 
the possibilities of undemutrition.
Patients involved in accidents were ‘angry’, ‘sad’ and regretted the actions that had 
resulted in hospitalisation. They also attributed these emotions to the physical pain 
that they felt. In general, it can be concluded that accident patients’ appetite is often 
unaffected by their condition, and there is a high preference to consume familiar 
food (more than other groups of patients). They were ‘uninterested’ to eat “bland 
foods” and chose to eat food brought from outside, which was expected as patients 
who had normal appetite would want home cooked food, (as mentioned by Naithani 
et al., 2008). It must also be acknowledged that the culture of bringing food when 
visiting patients is a norm in Malaysia. A notable finding is the elicitation of 
particular negative emotions, when food was different compared to home cooked 
food for instance perceived to be poorly executed.
It is known that accident patients may require assistance during meal times due to 
their condition, but they were ‘shy’, ‘scared’ and ‘worried’ of humiliation even 
before requesting help from the nurses. The extent of need for the provision of 
assistance remains hidden because patients were reluctant to request help (Naithani 
et al., 2008; Tsang, 2007). A few were ‘frustrated’ because of lack of assistance and, 
hence felt ‘ignored’ and ‘helpless’. Current findings established that staff are often to 
be blamed for this, as patients were apprehensive about approaching staff, due to 
previous negative experiences. Overall, patients admitted for surgical reasons needed 
encouragement to eat, as they were ‘sad’ and ‘scared’ about their health or life, 
which had negative effects on their food consumption. Most of them also had 
mobility problem, which made them dependant on staff during meal times.
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9.5.2 Non-Surgical Reasons
Dengue fever is an infectious disease, transmitted by Aedes mosquitoes, and is 
endemic in countries such as Malaysia and Singapore (Teo et ah, 2009). Often, it 
makes patients ‘sad’, weak, tired and ‘uninterested’ in eating. This negative emotion 
manifested in unpredictable appetite, and their appetite was only triggered when 
comforting foods were served. They claimed to have compromised appetite when 
they were first admitted, which improved gradually (similar to patients admitted for 
surgery).
It has been reported that requests for comfort food was not confined to patients with 
a particular medical condition, but was a general demand regardless of their 
condition of overall hospitalisation experience (Jacobsson et al., 2004). However, 
patients with Dengue fever were more inclined towards comfort food because eating 
had a psychological meaning -  they felt positive when they were sated, satisfied and 
energised after eating. Adequate food consumption is essential for these patients, as 
having Dengue fever often drains their energy. The role of emotions is undeniably 
critical in this, as ‘how’ they felt determined the type of food preferred.
These patients were more positive compared to other patients, as they claimed to be 
given satisfactory service by both nurses and kitchen staff. The reasoning for 
different or altered service or patients’ perceptions of hospital food needs further 
investigation. Perhaps, better attention was given by the staff, as their condition had 
often been life threatening. Often, they felt ‘motivated’ to eat, due to staffs role in 
the food provision. Elicitation of positive emotions, encouraged them to eat better, 
which has also been demonstrated among healthy individuals (Desmet and 
Schifferstein, 2008; Macht and Simons, 2000) and patients with particular medical 
conditions (Jacobsson et al., 2004).
Patients who had chest pain were admitted and remained in the hospital for 
observation purposes, mainly related to suspected heart problems. They regarded 
themselves as independent, hence required minimum assistance and were ‘happy’ 
with the assistance provided by staff. They were ‘frustrated’ when they were unable 
to choose the type of food and portion size according to their appetite. They regarded
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eating on the bed as very uncomfortable, and a ‘boring’ experience, as they could not 
eat like they normally do - at a dining table, with proper cutlery (plates, bowls, 
instead of trays) and with others. Crockery such as plates and bowls, rather than 
trays was a preference, which reminded them less that they are hospitalised and 
eating hospital food.
Although the amount of food eaten was not measured in relation to the emotions 
experienced, it was indicated by patients that their food consumption was affected by 
the particular emotions experienced. “Where” these patients consumed their meals 
were also very important to them. Although patients sometimes did not feel like 
eating, especially when they were undergoing treatment for heart problems, food was 
described as being of foremost importance to them (Jacobsson et al., 2004). As a 
marked increase in patients with heart problems is expected, and influences of 
emotions on their food consumption should not be ignored. It is worth considering 
improving foodservice practices that elicit negative emotions.
A small number of patients were admitted for Asthma or Gout. Their appetite was 
relatively unaffected by their condition, and they wanted to eat a variety of dishes. 
They ‘hated’ and were ‘disgusted’ because all activities (including eating) were 
carried out on the bed, hence they could not participate in an ‘enjoyable’ experience. 
Eating on the bed was also regarded as ‘lonely’ and ‘boring’, as the social element of 
eating together was missing. Unlike patients admitted for chest pain or observations 
who were concerned about when they ate, these patients were more concerned about 
“with whom” they ate. This factor profoundly influenced their food consumption, 
and they wasted a substantial amount of food. The psychosocial element has 
previously been determined as important to patients (Johns et al., 2011), and was 
often pointed out by these patients. Overall, this was even more common among 
patients who were relatively well (e.g. patients admitted for Asthma or Gout). They 
experienced strong negative emotions and were negative about most of the food 
service factors, related to their eating environment, as their expectations were higher 
compared to other patients.
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9.5.3 Summary
Reasoning for admission was substantially influential in their eating behaviour, as 
their perspectives and preferences were diverse and altered according to their health 
conditions. More negative emotions were observed among patients who were not 
feeling too weak and had an appetite similar to healthy individuals. It is evident that 
apart from main elicitation factors (food attributes, familiarity o f  food, feeling cared 
by staff, rights to choose and eating environment), the reason they were admitted was 
also influential on the emotions they experienced. However, this aspect requires 
further investigation, as more in-depth information is necessary to support the 
aspects highlighted. Possibly, some further qualitative data will provide profound 
insights to understand the influences of emotions according to the reason for 
admission. Such data will provide guidance and knowledge to provide better hospital 
foodservice according to particular groups of patients.
9.6 Impact of Elicited Emotions
Although the study focused on factors that were responsible in elicitation of 
emotions, it also indicated patients’ eating behaviour when a particular type of 
emotion was experienced. Their eating behaviour upon experiencing a particular 
emotion is viewed as the impact of the elicited emotions. In general, their eating 
behaviour was clearly divided according to the types of emotion elicited. It was clear 
that the impact (positive or negative) was based on the type of emotion they 
experienced (positive or negative). Division in positive or negative emotions was 
indicative of an individual’s’ attitude (Desmet and Schifferestein, 2008; Taros and 
Steenkamp, 2005, Bagozzi et al, 1999), which was observed in this study.
When positive emotions were elicited, it usually meant that they were satisfied with 
the foodservice, and it was manifested in greater food consumption;
• They accepted and consumed the hospital food provided
• Increase in the amount of food consumed
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The impact of positive emotions on patients’ food consumption reflects what is 
expected by dieticians, doctors and foodservice managers -  acceptance of hospital 
food and improved consumption. However, this was not easily achievable, as there 
are various factors that elicited negative emotions. When negative emotions were 
elicited, eating behaviour was demonstrated adversely;
• Patients discontinue eating, especially when aspects related to food 
attributes were compromised
• They rejected and refused to eat hospital food totally, often after a bad 
eating experience
• They consumed food brought from outside, mainly food prepared at 
home by family members
In general, compromised food consumption had been associated with negative 
emotions (Mehrabian, 1995). More specifically, reduction in amount eaten when 
negative emotions were experienced was regarded as restraining from eating -  
"Restrain Theoty' (Herman and Polivy, 1994). Negative emotions lead to actions that 
were against the objective of the hospital food provision, whereby patients did not 
consume hospital food, in agreement with the "Restrain Theory'. In many countries, 
a reduction in consumption of hospital food or not consuming hospital food 
completely is common (Jessri et al., 2011, Council of Europe, 2003; Westergren et 
al., 2010; Mibey and Williams, 2002). However, only now it has been determined 
that such outcomes are related to practices that elicited negative emotions (e.g. 
bored, lonely, guilty and frustrated). When patients were very unsatisfied, strong 
negative emotions (e.g. angry, hostile and sad) were elicited, and they rejected 
hospital food and did not eat. This resulted in refusal to eat hospital food in 
subsequent instances and relying on food brought from outside. One bad experience 
is enough to move a patient from accepting hospital food to not accepting it. Family 
and friends often bought or prepared food for these patients, and the hospital food 
was not consumed at all.
Compromised food consumption is a concern in any hospital, as it has many 
undesirable consequences. For years, researchers have associated compromised food
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consumption with higher prevalence and worsened conditions of malnutrition 
(Cansado et ah, 2009; Westergren et ah, 2009), increased length of stay (Pichard et 
ah, 2004), increased mortality (Jeejeebhoy, 2003) and higher food wastage 
(Dupertuis et al., 2003; Barton et al., 2000). Adequate food consumption is vital to 
ensure nutritional requirements are met, and to present malnutrition or undemutrition 
(Amaraj et al., 2010, Schindle et al., 2010). Hence, the role of emotions cannot be 
ignored, as it influences patients’ appetite and decision, as to whether to eat hospital 
food or not. Addressing the emotions that they experienced can be viewed as a 
psychological intervention, but it is necessary because emotions were identified as 
the actual reason they did not consume food. The role of emotions in general food 
consumption is well established (Macht, 2008; Desmet and Schifferstein, 2008), but 
the same emotions often had different consequences on food consumption among 
patients compared to general food consumption.
9.7 Conclusion
Emotions exert a powerful influence on food choice and eating behaviour (Macht, 
2008; Desmet and Schifferstein, 2008; Paquet et al., 2003). The findings of this 
study established the influences of emotions within the hospital environment, 
because emotion emerged as the core aspect that affected patients’ food 
consumption. Previously, a variety of physiological, social, cultural and food related 
factors had been associated with patients’ food consumption. In conclusion, emotion 
is a profound psychosocial aspect, but was not previously identified due to its elusive 
and complex nature. Therefore, it remained hidden and not researched intensively 
until now. The results highlight the role of emotions, which needs further 
investigation in different hospital settings, countries or patients’ background to 
understand more about the role of emotions.
The findings of this study have highlighted emotion as the link between previously 
researched factors and patients’ food consumption (decision to eat and amount 
eaten). Emotions experienced by the patients were either positive or negative, which 
were elicited according to their perceptions and interpretation of various factors 
within the provision of hospital food. When positive emotions were experienced,
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consumption of hospital food improved. However, when negative emotions were 
experienced, consumption of hospital food was reduced or stopped completely. 
Based on the findings, interpretation of the role of emotions on patients’ food 
consumption is shown in Figure 9.1. Although there are general Models (e.g. The 
Five Way Model by Macht, 2008), Figure 9.1 was conceptualised to provide specific 
understanding of emotions and hospital food consumption. Factors discussed in this 
study contributed towards the patients’ level of confidence, understanding and 
acceptance of hospital food, only when the factors provided a sense of emotional 
comfort.
The findings manifested emotion as an important aspect of patients’ food 
consumption. They were affected by the emotion that was elicited by various factors 
related to the food provision. Emotions that were elicited most often included 
‘frustration’, ‘interest’, ‘enjoyment’, ‘hostility’, ‘shame’, ‘boredom’, ‘sadness’, 
‘anger’, ‘surprise’ and ‘satisfaction’. Eating behaviour is complex and can be 
understood from various perspectives. It is even more complex when it involves 
patients who are affected by additional factors such as the treatment that they are 
undergoing, unfamiliar environment and structured eating conditions. The incidents 
described by patients were related to both foodservice and interpersonal dimensions, 
which includes various aspects incorporated into the ‘key factors’ shown in Figure 
9.1. Food attributes, familiarity o f food  and the role o f staff are factors mentioned 
more often compared to other factors, which elicited emotions and subsequently 
affected decisions on whether to consume hospital food or not. The factors grouped 
as ‘other factor’ and ‘main factors’ needs more in-depth investigation to understand 
better the influences of reason for admission and factors such as age, gender, cultural 
influences, type of ward (1st, 2nd or 3rd class), no of days admitted and different types 
of food provided (general diet, low salt diet, low carbohydrate) on patients’ food 
consumption. The ‘outcomes’ are results of the emotions experienced, including 
positive and negative emotions. The outcomes can be also factors that could provoke 
emotions, which is indicated with a two-sided arrow in Figure 9.1.
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Figure 9.1: Role of Emotions on Patients’ Food Consumption
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Relatively more negative emotions were elicited by the factors shown in Figure 9.1. 
It can be concluded that negative emotions were experienced because patients could 
not influence or change the factors according to their preferences and needs. In other 
words, there was a lack of personal control during meal times. Lack of personal 
control has been researched intensively and was found to be a central feature of 
emotional comfort for patients (Williams and Irurita, 2005). Only when patients 
were satisfied with the foodservice or viewed they had some personal control over 
the food provision, positive emotions were elicited, and they consumed better. 
Negative emotions were elicited when aspects most important to them were 
compromised - food, social and cultural elements of consumption. Better food 
consumption is a ‘chain reaction’, whereby an emotional element is the central 
element.
In contrast to patients, staff perceptions were more focused on service provision in a 
manner which was convenient to them, often disregarding or not recognised the full 
impact of their attitude and actions. In many aspects, nurses understood patients’ 
preferences, but their attitude and working style were barriers for patients to 
appreciate hospital food. Elicitation of emotion through staff attitudes towards 
patients may be something that staff did not recognise, but its impact is indeed 
profound. Changes in both staff attitude and overall hospital foodservice are needed, 
which can be monitored by the type of emotions that are elicited. Emotions can be 
both a tool that is used to predict the outcomes of service provided (whether they 
decide to consume hospital food or not) or to improve patients’ food consumption by 
ensuring factors related to foodservice are conducive in eliciting positive emotions.
Other factors shown in Figure 9.1, such as ‘possible factors’ (including age group, 
gender, number of days admitted and type of ward) can also be influential, but need 
further investigation. Factors such as ‘multi-ethnic’ society and class system were 
unique to Malaysia, and exhibited great influences on factors that elicited emotions. 
Malaysian patients were interested to eat when local dishes, food that reflects their 
own cultural food habits, food similar to home cooked food and comforting food 
were served. The meaning of food changed according to their eating environment, 
indicating the influences of time, space and social contact during food consumption.
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The main success of this study is it not only identification of the factors affecting 
patients’ intentions to consume hospital food, but also identification of the 
relationship between the factors and emotions experienced in public hospitals. Public 
hospitals remain the most widely used healthcare service in many countries, hence 
the findings may be reflective of common occurrences.
9.8 Contribution of the Study
This study is the first in-depth study to investigate the association between patients’ 
emotions and food consumption. Therefore, the results are extremely valuable for 
various groups of professionals involved in hospital catering services. This study 
investigated the provision of hospital food in Malaysian public hospital. It 
highlighted patients’ and staffs perceptions of hospital food, and highlighted 
emotions as the one of the main factors that affected patients’ food consumption. 
The relationship between patients’ intentions to consume and various factors related 
to the food provision was examined. The findings of the study provided several 
contributions, both in-depth understandings of the role emotions and practical 
contributions for the hospital foodservice manager and relevant authorities.
By focusing on the emotions that were elicited during meal times, this study 
provides an in-depth understanding of patients’ perceptions and intentions to 
consume hospital food. Emphasis on emotions helped to explain patients’ 
compromised food consumption during hospitalisation, and highlighted the lack of 
attention on elicitation of emotions by the overall foodservice provision, and 
subsequently consumption decisions
Although it is generally acknowledged that elicitation of emotions could change 
eating behaviours (Dube et al., 2005), little is known about the role of emotions 
among patients during meal times. Previous researchers had emphasised that 
individual differences were critical (Macht and Simon, 2000), for example, 
restrained eaters were more likely to increase their food consumption under stressful 
conditions. Patients were placed in unfamiliar surroundings, coupled with worries 
about their health condition and perception that they have restricted control over 
their food consumption. Hence, it was considered that elicited emotions were very
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likely to influence patients’ eating behaviour. The findings of this study provided 
understanding about the role of emotions, and established emotion as a powerful 
influence on their eating behaviour. The findings acquired are original and new, 
which adds to the knowledge about patients and hospital food consumption. As such, 
the emotional dimension should be considered and incorporated in both foodservice 
and nutrition management and service provision (food) for patients.
The results of this study indicated that hospital staffs perceptions of hospital food 
consumption were different from patients, and necessary interventions were often 
not taken. However, for professionals such as Dieticians and nutritionist managing 
patients’ nutritional intake is recognised as essential due to the detrimental impact of 
malnutrition or undemutrition, deteriorating health condition and prolonged hospital 
stay. The findings are extremely useful for Dieticians, Nutritionists, foodservice 
managers and nurses who can alter various aspects related to current foodservice to 
reduce elicitation of negative emotions. They can also focus on reinforcing or 
improving aspects that elicit positive emotions. Both nurses and kitchen staff could 
improve their people skills in their daily interactions with patients, so that patients 
will approach them without any hesitations and more positive emotions are elicited 
through staffs caring attitude towards patients. Training for staff should be a central 
part of hospital foodservice management to ensure staff are fully aware of their 
responsibilities, what is expected from them and the possible implications of their 
behaviour on patients’ emotions. Most importantly, any food related interventions 
should be carried out by acknowledging the influences of emotion. For example, 
interventions should be adapted according to emotions usually experienced in a 
particular group of patients (e.g. patients admitted for surgery, accident or chest 
pain).
Individuals or departments responsible for policies and regulations related to hospital 
food, (e.g. Director of Hospital Foodservice and the Department of Dietetics and 
Hospital Foodservice) could transform certain aspects such as food preparation and 
role of kitchen staff to elicit more positive emotions, and eventually improve hospital 
food consumption, reduce food wastage and achieve higher patient satisfaction 
compared to the current situation. The findings of this study are useful for the
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Department of Dietetics and Hospital Foodservice (Malaysia) who can impose 
regulations and implement policies that not only acknowledge the influences of 
emotions on patients’ food consumption, but also minimise elicitation of negative 
emotions. For example, tendered caterers should be held responsible to provide 
quality food and maintain high standards in food preparation, especially 
improvement of taste, temperature and presentation. The Ministry of Health could 
also consider changing the class system policy, which proved to have a powerful 
impact on patients’ emotions and their food consumption. The findings of this study 
provided precise and valuable information for the relevant authorities to transform 
hospital foodservice as a whole, especially in Malaysia.
Specifically, the findings established that emotion was an intermediating factor, as 
claimed by Belanger and Dube (1996). Emotion is a key factor, which acts as an 
intermediating factor, because emotions elicited were the main reason patients did or 
did not consume. The meaning of food is changed by emotions elicited at a particular 
time, especially when food was delivered for consumption. For example, hospital 
food was not seen as a nutritive resource when negative emotions were elicited. 
Factors researched to date, such as food attributes, and eating environment are 
factors that elicited emotions. It is difficult to establish elicitation of emotions, but 
through a qualitative approach (the one-to-one interview and ‘Critical Incident 
Technique’), patients were honest and explained their experiences meticulously, 
which provided clear indications that emotion was intermediating consumption of 
hospital food. The findings provided new insight to patients’ food consumption, 
whereby a psychological element (emotion) is incorporated in the centre of hospital 
food consumption as one of the main influencing factors.
The methodological approach selected - semi-structured interview, with the 
integration of the ‘Critical Incident Technique (CIT)’ was useful in collecting 
information in greater details. The ‘Critical Incident Technique (CIT)’ was a new 
instrument used in exploring food consumption in the hospital environment 
(explored in this study), which proved to be effective and credible in highlighting 
hidden factors, especially patients’ emotions. Past studies have proven the efficacy 
of the ‘Critical Incident Technique (CIT)’ in providing detailed accounts of service
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incidents, particularly in health service to understand better patients’ behaviours. 
This study indicated the advantages of using the ‘Critical Incident Technique (CIT)’ 
in the hospital foodservice domain, which effectively highlighted specific emotions 
experienced and the factors that was responsible in eliciting the emotions. Overall, it 
was possible to explore the influences of emotions extensively by incorporating the 
Critical Incident Technique (CIT)’. This could be used in the future to further 
explore both patients’ emotions and food consumption, due to its effectiveness in 
emphasising important aspects through interpretation of incidents.
The results of this study could also be used as a basis to conduct further studies 
related to hospital foodservice and patients’ food consumption in Malaysian public 
hospitals in the near future. Before this study was conducted, relatively little was 
known about hospital the food provision in Malaysia. This study bridged the gap by 
providing rich and valuable information ranging from information on hospital 
foodservice operations and management in Malaysian public hospitals, patients’ and 
staff’s perception on hospital food, and most importantly recognition of emotion as 
an influential factor in patients’ food consumption. Further studies could use a larger 
sample size, possibly a nationwide study in Malaysia to quantify the issues related to 
emotions and patients’ food consumption. Since this study indicated the role of 
emotion among patients admitted in the general ward - admitted for general health 
conditions, future research could also investigate the role of emotions in specific 
groups of patients (e.g. patients admitted for different medical conditions - cancer, 
heart failure).
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9.9 Recommendations to Improve the Hospital Food 
Provision
Based on the findings of study one and two, it was evident that various measures and 
changes can be introduced to improve hospital food provision in public hospitals in 
Malaysia. The recommendations are targeted to a particular group of staff, as well as 
the department in-charge of the administration and implementation of a particular 
service related to hospital food provision. This includes;
• Ministry level -  Department of Foodservice and Dietetics for Hospitals
• Hospital level- Nurses, doctors, foodservice managers and Dieticians
9.9.1 Recommendations to the Ministry of Health
Department of Foodservice and Dietetics under the Ministry of Health, governs the
food provision and nutrition policies and regulations. There are certain aspects that 
could be improved or changed, which requires intervention that the Ministry level. 
Recommendations to improve the hospital food provision include;
1. Improvements related to Food Attributes
• Main recommendation -  revaluate the current policy of outsourcing the 
hospital foodservice to private caterers. Both staff and patients disapproved 
the decision to outsource the service because of the taste, freshness and 
varieties of the food were often compromised.
• Revaluate current class policy (1st, 2nd and 3rd class), as it has implications on 
patients' food consumption, and segregation of food preparation according to 
classes in the kitchen was regarded as ineffective and less productive way of 
management.
• Revaluate employment regulations of the kitchen staff, especially cooks to 
ensure they have adequate skills, knowledge and experience to prepare the 
meals required for patients.
• Examine taste and nutrition elements of the meals provided, and standardise 
the recipes in all public hospitals to ensure tasty and nutritious food are 
served. If necessary, seek professional chefs ideas and contributions in 
preparing the recipes, which can be marketed to patients as an initiative taken 
by the government to improve hospital food.
• Invest in heat-inducted trolleys to ensure temperature of the food is 
maintained and optimum for consumption.
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• Standardise the regulations related to fresh produce bought from suppliers to 
safeguards the freshness and quality of food.
• Regulate the policy in relation to employing food suppliers and audit their 
services periodically to make sure the quality of produces supplied is 
constantly high.
® Policy on purchasing produces must focus on the element of ‘variety’ (for 
vegetables and fishes), as repetition of the same food reduced acceptance and 
consumption of hospital food.
• Allocate fimd/budget to replace worn out cutleries in hospitals which 
requires new ones, as cutleries influenced patients’ perception of cleanliness 
(food preparation and dishes itself).
• Allocate fund/budget to provide food heating facilities in each ward -  e.g. 
Microwave ovens to allow food to be reheated when patients miss their meals 
or eat at a later time.
2. Improvements related to Familiarity of Food and Patients’ Rights to Choose
• Introduce regulations which allow patients to choose their food according to 
their appetite by providing printed menus. Taking orders from patients must 
be made compulsory.
• Replace current spicy/non-spicy food menu policy to ethnic and local cuisine 
based food menu, as familiarity of the food was associated with their decision 
whether to consume hospital food or food brought by their family members.
• Restructure kitchen staff and nurse’s job description -  clearly specify the role 
of taking food orders.
3. Improvements related to Feeling cared for by Staff and Eating Environment
• ‘Customer service’ training should be introduced to staff such as nurses to 
educate and inspire them to provide a quality service experience to patients, 
where empathy and assistances during meals times must be focused.
• Restructure job descriptions of the nurses and kitchen staff in providing 
assistances during meal times, as there were role conflicts which have 
implications on patients’ food consumption.
• Restructure job descriptions of the Dieticians in providing dietetic advice and 
prescribing meals according to patients’ condition. Currently, meals are 
prescribed by the doctors and patients are only referred to a Dietician when 
diagnosed with a serious health condition.
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• Implement screening tools or procedures, such as the MUST (Malnutrition 
Universal Screening Tool), which identifies those who are malnourished, at 
risk of malnutrition or obese. The information could be used by the 
Dieticians and doctors to develop a care plan for patients, especially in 
prescribing the most suitable diet plan.
• Provide a separate dining area in each ward, as patients prefer to eat in a 
setting which they are familiar with (similar to home), away from unpleasant 
sounds and which allows them to interact with other patients while they eat 
(less lonely).
9.9.2 Recommendations to Hospital Staff
This includes staff such as nurses, doctors, foodservice managers and Dieticians. 
Most of them interact with the patients every day and often understand patients’ 
preferences. They are also individuals who are involved in ordering, preparing and 
handing out the food to patients. They implement and carry out the tasks related to 
food provision. Recommendations to them include;
1. Improvements related to Food Attributes
• Serving tasty food must be the main priority for kitchen staff. Must conduct 
palate test and evaluate ‘salt’ content in each dishes frequently.
• Kitchen staff or nurses who are involved in plating the dishes should give 
attention to the presentation of food (focus on neatness and spillage), as 
presentation of food often influenced patients’ decision to eat.
• In the absence of heat-inducted trolleys, plating food on the trays and 
distribution of food to wards should be carried out in batches to ensure meals 
are served at the right temperature.
• Staff who serve food should wear apron, gloves and safety caps, as serving 
food hygienically reduced patients’ scepticism about the quality of hospital 
food.
2. Improvements related to Familiarity of Food and Patients’ Rights to Choose
• Foodservice managers should take into account of local cuisines, food that 
are preferred when one is sick and ethnic based dishes in planning the menus.
• Foodservice manager and Dieticians should outline menus which are not 
repetitive and focuses on healthy eating concepts (focus on menu cycle and 
menu planning).
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• Staff, especially nurses who take orders or hand out the meals should provide 
accurate information about the dishes, especially about the ingredients. 
Perhaps, providing adequate information about the dishes could be addressed 
by providing printed menus.
• Current spicy and non-spicy food choices should be informed to patients to 
provide some kind of choice for patients.
• Allow patients who do not have diet restrictions to alter the portion size 
according to their appetite.
• Dieticians or nurses should inform and educate patients on healthy eating and 
the benefits of consuming hospital food.
• Dieticians should provide advices related to diet -  healthy eating, portion 
size, cooking method and ingredients to wider groups of patients rather than 
to those who have diagnosed with severe health conditions. General diet or 
food information could be integrated into printed menus or information 
pamphlets.
3. Improvements related to Feeling cared for by Staff and Eating Environment
• Be more empathetic and friendly towards patients when serving food.
• Staff must be more interactive with patients during meal times to reduce 
patients’ loneliness.
• Dieticians or nurses should inform and educate patients on healthy eating and 
the benefits of consuming hospital food to increase hospital food 
consumption.
• Assign staff to help patients at every meal time to ensure patients are given 
adequate assistance, which enables them to eat better.
• If feeding help is needed, staff must exhibit a lot of patience and do not rush 
to finish feeding.
• Make sure staff, especially trainee doctors do not disturb patients during meal 
times.
Overall, there are various improvements and changes which could be introduced. 
The recommendations are based on the role of factors such as food attributes, 
familiarity of food, feeling cared for by staff, rights to choose and eating 
environment on elicitation of emotions. Emotions, especially negative emotions were 
elicited when these factors were compromised. Therefore, certain measures and
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changes should be implemented if better food consumption and subsequently better 
health outcomes are anticipated as a whole.
9.10 Limitations and Recommendations for Future Studies
Although the current study provides an important understanding of emotions elicited 
during meal times and examined the factors influencing patients’ intentions to 
consume hospital food, this study has several limitations, which offer avenues for 
future research. Particular emotions and the main factors that elicited them offered a 
new insight on the role of emotions during meal times. The sources of emotions may 
not have been elicited for all possible emotions experienced, and future research may 
reveal additional sources, perhaps sub-branches of the main factors that have been 
identified in the current study. As this study is a first step in understanding the role 
of emotions in influencing patients’ food consumption in detail, there might be more 
categories of emotions elicited than reported in this study. This remains to be 
explored in future research.
Besides, the causality of the relationship between emotions and influences of food 
consumption observed should be tested in experimental or longitudinal design to 
understand the impact of emotions on food consumption. The design of the current 
study and time restrictions did not allow such explorations. Together with factors 
that elicited particular emotions reported in this study, hopefully future research 
focusing more on impacts of emotions will provide innovative food provision 
strategies to encourage better nutritional intake, and provide satisfying and fulfilling 
foodservice for patients.
Although the findings of the research were extremely valuable, initially it was 
difficult to get patients to express their experiences, especially when the experience 
was a negative one. Expressing their perceptions and sharing their experiences was 
regarded as ‘complaining culture’, hence they preferred not to voice such 
experiences. Malaysian patients needed much persuasion and trust built before they 
conversed freely. Another reason was the environment where the interview sessions 
took place - in the ward. Patients were cautious about voicing their opinions in the 
presence of staff. On occasions where the interviews were not conducted in the ward,
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patients were more forthcoming and comfortable to talk. Culture and influences such 
as environment and the presence of others should be considered when conducting 
further research. This is because there was a need to provide optimum conditions to 
allow patients to talk freely about delicate issues like emotion.
The in-depth investigative manner used in this study highlighted emotion as one of 
the main influences, and provided an in-depth understanding through elicitation of 
emotions through analysis of incidents occurred during meal times. Although the 
method used was advantageous, it remains to measure the emotions. There are a 
number of ways to measure emotions, such as standardised questionnaires (Profile of 
Mood States-POMS, Multiple Affect Adjective Check List-MAACL, Positive Affect 
and Negative Affect Scale-PANAS) or facial scaling (Nodlus FaceReader, 
Emotionomics and PrEmo). The researcher could measure emotions using 
instruments that are suitable for administration in the hospital environment. 
Measuring emotions can produce reliable data, and provide reproducible and 
repeatable method to conduct the research between different groups of patients or in 
different countries. The results must also be interpreted within the limitations of the 
chosen methodology. The findings await replication using methods other that 
retrospective self-reports, which may have inevitably entailed memory biases, 
although data collection was conducted based on the most recent or present 
experiences to minimise the biases.
A relatively small sample was used in this study owing to the research design, and it 
would be beneficial to extend this work. It would be valuable if a nationwide study 
was conducted, not only to understand the influences of emotion, but also to 
understand patients’ food consumption and the staff’s role in the food provision and 
nutrition support. This is a need to develop a better food provision in line with the 
perspectives of patients in Malaysian public hospitals. A supporting survey might be 
also be necessary to convince hospital authorities (e.g. Foodservice managers, 
Directors of Foodservice and Dietetics and the Ministry of Health) of the magnitude 
and scope of the factors discussed persuading them to implement any changes. The 
findings of this study offer a sound foundation for future research.
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Appendix
Appendix
1.0 Study One
1.1 Patients’ Research Information
PATIENTS’ RESEARCH INFORMATION
R esearch Title: 
Food Provision in Malaysian Hospitals: 
P ractices and Implications for Patients Food Preferences and Intake
Dear patients,
I am conducting research on the topic o f hospital foodservice within public hospitals 
in Malaysia in the School o f Management, University o f Surrey, UK for my PhD. You are 
invited to take part voluntarily in a research study about food provision in Malaysian public 
hospitals. The purpose o f this study is to explore and understand practices and implications o f  
food provision on patients’ preferences and intake. Carrying out this study will give an in- 
depth view o f the foodservice system and how it can be improved to cater better foodservice 
for patients.
Participation
You have been approached because the nurses have advised that you do not on special diet 
requirements and eat as usual. Other criteria are such as you must be adult (aged 21 and 
above), not on artificial nutritional support, not too ill or require extensive infection control.
Study Procedures
If you agree to participate in this study, you will be asked a series o f questions in the hospital 
vicinity. Questions includes aspects such as satisfaction with food served, your food habits, 
service and the role o f hospital staff in helping you to eat better. You will also be given few 
pictures o f meal to select your preferred meal. Interview session is expected to last up to 30 
minutes. The session will tape recorded with your permission.
Participation in the Study
Taking part in this study is entirely voluntary. You may refuse to take part in the study or 
you may stop participation in the study at anytime.
Confidentiality
The answers that you provide are confidential and will be only used for the purpose o f this 
research, the results will be anonymised for each respondent. If you have any questions about 
this study, please contact Dr. Anita Eves, Reader in Food Management at School o f  
Management, University o f Surrey on +44 (0) 1483 686337 or email: A.Eves@sun-ev.ac.uk.
Thank you for participating in this study.
UNIVERSITY OF
SURREY
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1.2 S ta ffs  Research Information SURREY
UNIVERSITY OF
HOSPITAL STAFFS’ INFORMATION
Research Title:
Food Provision in Malaysian Hospitals:
Practices and Implications for Patients Food Preferences and Intake
Dear Participants,
I am conducting research on the topic o f hospital foodservice within public hospitals 
in Malaysia in the School o f Management, University of Surrey, UK for my PhD. You are 
invited to take part voluntarily in a research study of food provision in Malaysian public 
hospitals. The purpose of this study is to explore and understand practices and implications of 
food provision on patients’ preferences and intake. The study deals with your opinion of the 
hospital food service.
You have been approached as a member of hospital staff, I hope you are willing to allocate 
time for the interview session. If you agree to participate in this study, you will be asked a 
series of questions in the hospital vicinity. Questions include aspects such as your opinion on 
food served for patients, role in selecting food and feeding assistance for patients and opinion 
on service aspects. The interview session is expected to last up to 30 minutes. The session 
will tape recorded with your permission.
Taking part in this study is entirely voluntary. You may refuse to take part in the 
study or you may stop participation in the study at anytime. The answers that you provide are 
confidential and will be only used for the purpose of this research, the results will be 
anonymised for each respondent. If  you have any questions about this study, please contact 
Dr Anita Eves, Reader in Food Management at School o f Management, University of Surrey 
on +44 (0) 1483 686337 or email: A.Eves@surrev.ae.uk.
Thank you for participating in this study.
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1.3 Patients’ Interview protocol
Food eaten today
Type of food eaten -  hospital or home food 
^Prefeiencesoffbod-h^italorhonKfbod 
Opmononi - ; jd
Deferences be Ween hospital food and their own food 
; habits
Differences beneeen hospital food and their religion
; belief
Factors mduence their food intake while in hospital
|Actions to mz. ;y? -:tite
[Food prefoeiKes based on series of picture 
0 Mealev -  . j
SatisÈchon with temperature of food
Satisfaction with quality of food
Availability of food choice 
 ^Menu preferences
Do you think food served m different 'class’ are not
Are you happywith the portion size offbod served?
I Do you require any assistance during meal time?
: Do you get adequate assistance during meal time?
I What type of assistance given and by whom?
What are other things did you expect?
Do the staffs involve in selecting your meals?
Are you happy with their involvement?
i  How would you describe your relationship with the 
staffs?
Do you receive any encouragement to eat horn the 
staffs? Ifyes, horn whom?
Is there any disturbance horn (he staffs during your 
meal time? If yes, could you elaborate?
In relation to meal times, what kind of improvement 
you would like in hospital staffs?
IndiYij- fauces
Other food preferences 
Other food preferences 
Food habits
Èatingpatterm/^ xxmreto
certamfbods:
Exposure to certain foods / 
Aversion to certain foods 
Individual preferences 
Individual preferences 
Presentation
Food temperature
Food quality
Menu choice 
Menu choice
Difference in food for different
Portion size of food served 
Feeding assistance 
Feeding assistance 
Feeding assistance 
Empathy
Involvement in food selection
Involvement in food selection
Interaction between staffs and 
patients
Interaction between staffs and 
patients
Disturbance during meal time
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Background information
Gender:
D  Male 
□  Female
Age:  years old
Education:
E—I University
□  College
□  Secondary
□  Primary
□  None
Occupation:
D  Employed
□  Homemaker
□  Retired
□  Unemployed
No of times stayed in the hospital:
5 L
n  5 - 1 0
□  More than 10
Length of Stay
D  1-2 days
O  3-5 days
□  6-10 days
□  More than 10 days
Ward Type
D  Class 2
□  Class 3
292
Appendix
1.4 Staff Interview Protocol
^yourcqpMoB,howmqxKtaatis6)odfarpMieats 
(for recovery, well-being)?
is yoiir opinion of the food sensed far patients? Indtn&ml preferences
In your opinion, what type of food do patients 
prefer- is it hospital food or home food? Why?
I What factors mEnence patients' eating?
I  W h a t  c a n  -  -  c  - n -  ^ - % t e ^
 ^How would you describe the way the meals are 
[served?
Other food preferences
Foodhabih - 
Individual preferences
Ordering
Involvement m food selection 
food temperature 
Food quality
[Could you elaborate your role in ordering and food 
[selecting for patients?
[What are the criteria involved in food selection for 
[patients?
i Is the food temperature appropriate for patients'
: consumption?
In your opinion, how would you rate the quality of 
[food served for patient?
; In your opinion, are patients given adequate choice to Menu - choice 
choose?
I In your opinion, does the menu explains well what Menu - clarity 
[patients want?
; What is your opinion on portion size of food served? Portion Size
[ What is your observation regarding the food Food wastage
[wastage?
; In your opinion, what can be done to reduce the Food wastage
[wastage?
[What are the aspects that are different between 
I classes (class l,2.and 3)?
How does food differs according to different Classes Differences in food for 
; (class 1,2,and 3)? different' class'
; What do you think about (his arrangement? Differences in food for
different' class'
In what ways do you assist patients during their meal Feeding assistance 
time?
! How would you describe your relationship with the Interaction between staff and
patients? patients
What would you require to improve your service for 
patients?
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Background information
Gender:
D  Male
□  Female
Age:  years old
Education:
B UniversityCollege
□  Secondary
□  Primary
Occupation:
D  Doctor
□  Dietician / Nutritionist
□  Nurse, specify level:_________
□  Foodservice staff, specify level:
□  Others, specify:______________
Length work
□  1-2 years
D  3-5 years
□  6-10 years
| | More than 10 years
Ward Type Working in:
Class 1 
Class 2 
L-J Class 3□
Medical Department Working in: __
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1.5 Patient’s’ Consent Form
CONSENT FORM
Patients
Version Î, __/_/2012  
Project title:
Patients’ Emotional Experience with Food Provision in 
Malaysian Hospitals
Researcher: Reena Kumari Vijayakumaran ID No: Q  | |
Please initial box
• I confirm that I had read and understood the information sheet dated
_ _/ /2012 (version 1 ) for the above project and have had the opportunity I I
to ask questions._________________________________________________________________ I___I
• 1 understand that my participation is voluntary and I am free to withdraw at any time. I 
understand that I can ask for any sensitive remarks to be removed from the record and that I am j j 
free to withhold information winch I regard to be of a sensitive nature.
* I understand that interview tapes and transcripts will be anonymised and stored within a locked 
cabinet within the research establishment and under the care of a designated custodian for a five 
years. This will be in accordance with the Data Protection Act 1998.
* I confirm that I have / have not* agreed for the i n t e r v i e w  to be taped-recorded 
as part of the above study.
*PIease delete as appropriate
Name of interviewee IC No Signature
□
□
Name of researcher IC No Signature
295
Appendix
1.6 Interview Transcript -  Patient
R: good morning , can I call you uncle?
P: yes, please sit
R: what have you ate so far today?
P: I ate fried rice and coffee
R: Breakfast?
P: I didn’t eat lunch today because I was asked to fast
R: oh ok, the food that you ate, is it hospital food or brought from home?
P: its hospital food
R: did you like it?
P: rice was ok but I didn’t like the coffee because I usually take coffee with milk, there was no milk in it.
R: which one you prefer when you arc in the hospital, hospital food or home cooked food?
P: definitely I prefer to cat home cooked food than hospital food because it is very different compared to hospital
food_________  ____________________________________
R: could you explain more what you mean by 'very different’?
P: Iprefcr outside food because the taste is different.
R: in what way, could you explain?
P: hospital food is not as tasty as how it is prepared at home. The food is less sugar and they don’t use taste
enhancers that are usually used at home..
R: what type of taste enhancer used at home?
P: we usually use ajinomotto [MSG- monosodium glutamate], ‘belacan’ [shrimp paste] or ‘kicap manis’ [sweet soy
sauce].
R: how docs that influences your food intake here in the hospital?
P: In certain dishes, we use ‘belacan’. so when they serve the same dish here. I can identify the differences. And 1 feel
not fully satisfy because there is something missing in the dish._________________________________________
R: so, do you cat the food or not?
P: 1 do cat, I usually finish it but I feel not fully satisfied, that’s all.
R: what will make you satisfied then?
P: its alright, don’t have to make me feel satisfied because I understand this is hospital food, they are cooking in
healthier way...[laughs]
R: How docs serving healthy food here influences your food consumption at home?
P: chmmm... 1 don’t think serving healthy food here will influence my food consumption once I’m out of here docs,
because I still prefer to cat how food is prepared at home, I will continue to cat how food is prepared at home
unless the doctors advices me that I should eat less this or that... then I will change it but not now..
R: so you feel that the way food prepared at home is not healthy?
P: no... noo, that’s not what I meant. Home cooed food is not very healthy like hospital food. It is still ok but I know
we add sugar in rice and all which is not very good right... so that’s what I meant.
R: what is your overall opinion on hospital food?
P: overall food here is alright, acceptable.. I will cat it, not bad but not very good cither.. _
R: so, is there something that we need to improve?
P: Definitely need to improve the taste... it has to be more tasty to make patients really satisfied.
R: How differences is food served here in terms of your religion belief?
P: All the food are ‘halal’ so no problem [______ ___________________ _________
R: is the food served here same as what you cat home?
P: do you mean the type of food?
R: yes..
P: oh yes, they don’t serve something that I’m not familiar with., they serve food that what I usually cat., the curries
and the way they cook the vegetables are the same as what 1 eat at homd. .. of yaa. one thing that I’m not used is
soup. I don’t usually have soup at home but 1 like it because sometimes when you arc sick you want something that 
is hot and watery, so 1 like soup that they serve here.
R: What arc the factors that encourage you to cat hospital food?
P: 1 will see. if 1 like the food 1 will cat, if not no... usually if I’m really hungry I will cat.. it’s like that
R: so you will cat only when you are hungry?
P: yes..
R: what if they serve food when you arc not hungry?
P: My wife will keep it in a container if they serve when I ’m not hungry, which I will eat later when I’m hungry.
R: Arc the tray collected early?
P: No, they give more that enough time for me to cat, usually after 30-40 minutes they collect the trays but the
problem is I don’t get hungry when they serve the food not because not enough time to eat... not that 
R: Is the food still hot when you cat it later?
P: No it is not...
R: You prefer to cat is cold or...
P: Of course 1 prefer to cat it hot but I don’t have any choice because 1 don’t want to force myself to cat it when they
serve because I’m not hungry, so the food is cold when I cat...
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Why is it you don’t cat when they serve?
Because I'm not used to cat at the time they serve. Like breakfast I usually have it around 8 am but here it is served 
around 6.30-7.00am, which is really early to have meals. So I will cat later., 
docs it influence your food intake when the food is not hot?
sometimes. 1 don't mind when the breakfast or tea is cold but I’m concerned about the lunch or dinner cold
because 1 prefer to I don’t feel it is appetizing when the rice and curry or gravy is cold.
what can be done for that?
maybe they can serve later...
could you elaborate more on that?
breakfast and dinner is served too early , maybe if its possible they should serve it later., maybe breakfast at 8 am 
and dinner around 7 or 8pm. ___
you mentioned that you don’t like to eat when the food is cold, is the food hot enough for you when they serve? 
it is hot especially the rice is hot but like 1 said I don’t usually eat when they serve because I’m not hungry.
What can be done to encourage you to cat better in terms of hospital food?
I’m not sure... how to tell.. Usually I just eat. never though about it... 
you mentioned about food not appetizing, overall is the food appetizing to you? 
the tray looks ok to me .. ehm overall ok, is appetizing sometimes, 
could you talk about it more?
I feel the food’s presentation is appetizing only sometimes because of how it looks... the colours is not very 
attractive... it doesn’t make me want to eat.. Unlike at home, when you look, you want to eat it. Sometimes its
ok,thc food looks tempting._______________________________________________________________________
how do you feel when you cat hospital food?
the thing about hospital food is that 1 don’t feel sleepy like I used to at home after eating. 1 feel good., the food is 
not too heavy and 1 quite like the feeling because makes me feel light, 
so you prefer hospital food then?
no I still prefer home cooked food although 1 like how I feel after eating hospital food. I don’t feel too heavy or
want to sleep after eating. _____________________________________ ______________________
so it’s a good thing to you?
yes it is, I feel it is because I don’t like the feeling of wanting to sleep after lunch usually.
Your opinion on food in terms of quality?
Good, the foods served are fresh and I’m satisfied with the quality of food, 
could you explain more?
the vegetables arc fresh... its not old stock that they use, you can see it and also when you cat... you know it is 
fresh. And 1 like the way cook it, not over cooked, so 1 like it. 
how about fish and chicken? 
its ok, same., fresh.
what is your opinion on hospital food in terms of different ethnic food?
1 don’t see they serve any other food apart for Malay dishes. And 1 don’t think patients here like to cat any other 
ethic food because we arc village people, don’t really like Chinese or Indian food because we arc not used to it.
And also because I’m sick. 1 don think I want to cat other ethnic food j_____________________________________________________________________
you mentioned ‘and also because you are sick’, could you explain more?
its because I’m not used to eat other ethnic food, so I prefer to cat food that I’m confident with when I’m sick... 
what do you mean when you say ‘food that you arc confident with’?
sometimes when you try new food, you may vomit, I don’t like it, so it is better to cat what you have before, what 
I’m confident with.
in your opinion, is there some other food that you prefer to see served?
Maybe |somc snacks like for tea give ‘kuih’ [traditional cakes] or something before sleeping like a hot drink, 
do you ask nurses if you wanted something to cat before you sleep?
no, I don’t, if I feel like drinking anything 1 will ask my family member to buy like hot tea but they usually leave 
long before 1 sleep so it gets cold... that’s why I'm telling maybe they should serve something hot before I sleep.
Arc you given any choice to choose what you want to eat?
No
In your opinion should the hospital give choice for you to choose what you want to cat?
No need, its better the hospital fixes the menu for the patients :_______________
why do you say that?
Of course sometimes I don’t like the food that they serve but we can’t ask 
for noodles when they serve rice right? 
what do you do when you don’t like the food that they serve?
I have no choice then to cat it... but when I’m sick, I don't really like to cat hospital food, so sometimes I bring
food from home................................................................................................................. ......................
so you ask your family members to bring food from home or buy outside?
Only when I’m really sick and other time I try my best to cat hospital food, its not good to waste food so 1 don’t 
ask them to buy or bring food form home, 1 cat the hospital food even if 1 don’t like it. '
R: so you arc telling that it is not necessary to give choice to patients?
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P: ah., jif they ask just to choose the main dish (curry or the gravy) its better but you must also consider the patient’s
condition, if the patient have to cat food with less salt, the meal should be prepared according to that, sometimes 
they tend to give the wrong diet, the patients supposed to get low salt food but they serve normal diet with salt.
R: have you experienced like that?
P: no but ] have seen other patients here, like 3-4 of them... they are given meals without any salt when they arc not
supposed to. 1 think the attendants who serve the meals are not so experienced in serving food and they don't 
bother much about it, so they serve wrong diets...
R: any suggestion on how to handle this?
P: Either let the nurses to serve or have people who are trained to serve patients, who check every detail before they
serve the food.
R: you mentioned just now that you bring in food from home when you feel really sick... in your opinion is home
cooked or outside food suitable for patients?
P: difficult to answer ... [laughs]., chmmmm. the hospital try to serve food that 1 healthy but sometimes I don’t feci
like eating it because the taste is doesn’t suit me at that time... usually 1 ask my family to bring just chicken 
soup... just as additional to hospital food, not main dishes... so I think it is ok but patients should eat hospital food 
but it doesn’t suit sometimes, that all. |
R: I lave any of the staffs asked what you want to cat?
P: Never ... I don't know, the staffs have not mentioned that we can choose food, they have not mentioned it. From
what I know, today is rice, tomorrow is also ricel__________ _____________________  ___________
R: do you think you should know what is served today and let you choose
what you want?
P: No need ... just follow the hospital rules ... what they want to cook, let
them cook. I don’t sec anyone in this hospital complaining about the 
food, everyone cat what is served so don't have to give menu choose to.
R: but you mentioned just now patients should be allowed to choose maybe the main dishes?
P: yes I did., what I meant was don’t have to give menu like in restaurants, just ask patients want gravy A or B....
that’s all.
R: in your opinion, docs asking patients whether they want gravy A or B have impact on patient’s food intake?
P: yes... for me, I probably will be a bit excited because i’m allowed to choose what I want to cat because its not
done in 3rd class. 1 might feel very privileged usually only 151 class patients are asked what they want to cat.
R: ok, do you require any assistance during meal time, for example need to push the table nearer or feed you?
P: No, never
R: In your opinion are patients given assistance during meal time by the nurses or other staffs?
P: Yes, .... The nurses will help sometimes like my neighbor on my right. Those who require assistances should be
given. I still can do myself, so I don’t need it.
R: could you elaborate on that please?
P. The nurses are quite good, they know the particular patient needs help, so they will help them when meal times,
they will come and feed him. They arc good at their work, they wait until he finishes his meal... they arc good.
R: the nurses arc helpful yaa?
P: if you are asking in terms of food, yes they arc.... Particularly in this hospital they arc very helpful, but I have
seen some hospitals where patients struggle themselves w ithout much help from nurses, they have to wait long to
get help but here the) ate quick____________________________________________________________ ______
R: was it in a government hospital you noticed the incident?
P: yes...
A: Are you still fasting? [attendant]
P no
A: its settled, doctor told me that I can eat. [attendent asked if  the patient is fasting or not while serving tea]
R: what is your opinion on differences in terms of food between 1st, 2nd and
3"" class?
P: To me, there shouldn't be any difference, everything should be the same... why there have to be differences in
terms of food? Same disease no matter whether you arc in the lsl, 2nd or 3rd class right? Usually the 1st class
patients arc given tasty food but 3rd class food usually not so tasty. So the government shouldn’t do this, except if
there arc patients who don’t cat spicy food , they can be served other food, the rest should be given the same meal.
R: what is your opinion on portion size?
P: what they serve is not enough for me but it’s alright I guess because very
fast after lunch tea is served like now [was served a matchbox sized dessert and tea without milk in a plastic glass]
R: Should we introduce portion sizes for patients to choose from?
P: If can they choose between medium and small size will be good. If we have large size then it maybe too much for
patients I think, j  _  _ _ _ _ _ _ _ _ _ _ _ _  _ _ _ _
R: maybe your appetite is very good on that day and you want to cat more ..
want to ask more?
P: Just buy food from outside if you feel want to cat more, don’t have to extra food if we cat too much people around
us, the other patients will be watching us...its not nice [
R: So that’s why you don’t want to ask for more?
P: Yes, I’m afraid people will be watching me and say something when I ask
for more food. And also afraid the attendants will say no.... they sometimes arc very loud, everyone will hear it...
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How would describe your relationship with the staffs here?
good, They help you when you need and also good in giving advice, even
the doctors arc good in advising . __   _ ____
in what ways they advice you?
regarding health, explain well what is our condition and what they arc 
going to do...
Do the staffs give any encouragement to the patents while you eat? 
jNo, staffs don’t give any encouragement when. I’m eating 
should nurses or doctors give encouragement to patients?
yes... sometimes patients listen to whatever doctors or nurses tell, so I’m sure if the doctor or nurses encourage 
patients to cat, especially the elderly patients who easily give up during meal time because they get really tired and
feel difficult to do even a small task I'm sure they will eat better, j____________________________________________
how about you?
I will... if  the doctor says don’t cat much sugar., then I will reduce it for example because I know there are reasons 
why they are advising like that.
Is there any disturbance when you are eating?
iNo, nothing, even the nurses or doctors don’t disturb during meal time. They have never, it’s always before or after
m eat _______  ____________________
what is your opinion on the eating environment?
in a 3rd class ward, its open space and there arc many patients, you are not placed in one room, so get all sort o f
smells and sounds. People crying in pain, coughing and vomiting arc the obvious ones. „______ _________________
how docs this affect you when you cat?
It does affect me maybe because this is my first time, especially when my there is sound of people vomiting but 
I ’m trying to get used to it . .. its something that can’t avoided, they arc not doing it purposely, they arc not well, so
I must learn to understand. ______ ___________________________
am suggestion?
i f  they can provide a specific area for eating then it will be good I think  _____________________________
why do you say that?
because I can cat in abetter environment, away from unpleasant sounds.  _________________________________
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What are the changes you would like to see in terms of hospital food, what 
should be changed?
I don’t really know, I don’t usually get admitted in the hospital, what is
given is good enough to me. If  I’m admitted often, I might know what arc things that can be changes, I maybe able 
to give some suggestion but this is my first time in the hospital, so I’m not able to make any comparisons, 
thank you
oh, your very welcome
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1.7 Interview Transcript -  Staff (Foodservice Manager)
1st part: EXPLAINING THE WORK ROUTINE
EM: We have 4 staffs, in one shift 2 staffs, for example today we have 3 staffs because now is shift changing, from
morning shiff to evening and one of the staff is on holiday.
R: if the staffs on holiday, how do you handle?..
EM : Morning shift staffs will help the evening shift if there arc staffs in holiday but there is only one supervisor and that
is me...
2nd part: FULL INTERVIEW 
R: You are the foodscrvicc manager?
EM: No, I’m the kitchen supervisor
R: Ok
EM: In the ‘Dietetic Unit’, there are one dietician, foodsendee manager, ‘kitchen supervisor’ and cook. In this hospital
-d e li  hospital, the is no position for a dietician and we don’t have foodscrvicc manager for awhile. 1 have sent in 
application requesting for an assistant, that is assistant supervisor but there is no news yet. Actually, I’m not
qualified to be head of the unit here. I’m just the kitchen supervisor but when you have to do it because you arc
placed here, become the head of the unit, .but not the Dietician.
R: So how if the patients needs the dietician’s advice?
EM: Usually, the doctor will tell right, like diabetic diet, once the order reaches here. I will see how many patients arc
on diabetic diet...I have learn what is diabetic diet, will inform the cook on how to cook, like add more vegetables, 
half rice.. .for ‘low salt, have to decrease the salt. If ‘tube feeding’, I will just give the milk to the ward, the nurses
there will give the patients...usually I give Ensure or Enercal...If patients want to know more, I will call the
dietician in ‘Hospital Raja Pcrcmpuan Zainab’ in Kota Bharu. I call there because I don’t know how many spoons 
of milk need to given for tube feeding, saya will tell the patients’ age. weight, medical condition and she will call 
me back and tell how to do it, given the correct measurement., for sure i don’t make my own decision on things 
related to diets right?...so that’s how its done.
R: What is your opinion..on importance of hospital food to patients?
EM: Food is one of factors that helps in recovery and food also the reason we get diseases right?.. So, for recovery
purpose, wc make sure the food is taken in correct intake .. in hospital we control whatever that we should. Lets
say the person is diabetic, wc lessen the sugar or carbohydrate to control the disease and taken care of because the 
person is here to get well. Therefore, food can be one of treatment mechanisms, making food very important.
R: what is your opinion on food served for patients in this hospital? ?
EM: In terms of quality, its is assured especially in terms of cleanliness. The way food is prepared is totally different
from hoe because at times at home we use ‘ajinomoto’ [a type of seasoning, flavour enhancer] . coloring and all 
right? But here we only use salt and sugar. Also the way food is handled, cleanliness., from the process of 
receiving ingredients, washing, preparation and serving! Because wc really take care of cleanliness here, in 
restaurants or at home, some people just simply wash, don’t wash it properly but there we soak the vegetable in 
salt water, wash few times...with proper washing equipments. For example fish, meat and chicken wc wash 
properly, following all the proscdurcs outlined by the Dietetic Department, MOH.
R: Ok, docs the staffs here have any certification on food preparation and hygiene. For example HACCP?
EM: For time being, wc have not implemented HACCP but we have attended courses in the state level in ‘Hospital
Pcrcmpuan Zainab’ who arc our co-pilot in exposure in this aspect. Wc do have staffs who attended the course 
there but to implement, its not done yet, wc arc doing it little by little because to implement it wholly is not a easy 
task... wc have implemented in terms of overall hygiene and personal hygiene.
R: Ok, let’s say we have different colored chopping boards?
EM: we do have coloured chopping board, I have asked them to use red for chicken and fish, green for vegetables, blue
for bread because want to separate it, don’t want any cross contamination between the three main materials
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R: In terms of stock storage, how long are the raw materials kept?
FM: As for the situation in Hospital Jcli, wc use ingredients daily. I order the ingredients in small quantity and use it
daily. Things like fish, prawn and vegetables wc use daily. Even if wc arc going to store them, mostly its not more 
than a day. If don’t use it today, the nest morning we will use it...if its vegetable but fish we don’t keep, we will 
dispose it. It all depends on the need, lets say today there are 32 patients, I will order for 32 patients., sometimes I 
do order for 32 patients but the number increases to 40, so u will adjust the order. We have other stocks such as 
egg. we cover with that
R: The eggs arc liquid eggs or the fresh ones?
FM : The eggs are fresh ones with the skins on not liquis eggs.... We don’t keep things too long, it never been more than
3-4 days but eggs can be kept for longer. __________________    _
R: Ok, who checks the food stocks, especially in the fridge...do you have a check list for it?
FM: Don’t have any chcck-list but I’m one who wil check the temperature, freshness and cleanliness of the fridge from
time to time_____________________
R: In your opinion, patients prefer hospital food or home food?
FM : chmmmm chmmmmm, as for now 1 heard for ward, some of them told that they like hospital food and some say
they like home food because patients’ preferences. Sometimes, the public don't understand, their perception on 
hospital food they say there is medicine in food served.[laughs]. Some can’t accept hospital food.
R: There arc patients who told me hospital food is not tasty when I interviewed them.
FM: That’s the perception of our public here., patients preference and taste...really difficult to be changed but I do try
my best...for example. I try to cook what they like. If were to do menu like ‘chicken chop’ here people will not
accept it...but I prepare menu like fried rice, rice with accompaniments [mixture of curry, meat and some
vegetable]. Some say the food is ok and some can’t accept it. ____
R: You arc trying to prepare food according to Jeli’s people’s preferences is it?
FM: Yes. I have tried to serve food according to patient’s preferences. I served 'Chinese fried rice’ but some say it
doesn’t look attractive because its white in color and there arc mixed vegetable [com, carrots and broccoli], its
alright for us but for people around here, fried rice must have the colour, it cant be white, must add soy sauce to get
the colour. So we have changed it to ‘village’ fried rice [nasi gorcng kampung]. Sometimes we prepare bread with 
butter, jam or egg jam [kaya] or even sandwich ... but they can’t take it. They can't take it because people here are 
used to heavy breakfast, biscuits and bread arc considered light meals for them. So, I have to prepare rice with 
accompaniments..but its only once a week or so.
R: What do they cat on other days?
FM: 1 do give them bread, but following day maybe fried rice noodles or stir fry flat rice noodles
R: Is the bread..white bread or brown bread [whoclcmcal]?
FM: For diabetic patients 1 give brown bread and the rest of them white bread...wc make sandwiches, egg jam bread
and also give them half boiled eggs.
R: Arc the bread toasted?
FM: No. ]we don’t toast the bread just spread the egg jam or other jam....because don’t have the facility wholly to do
that. I
R: Docs the facility needs to changed or upgraded here?
FM: Totally need, really need to upgrade in terms of.....facilities and equipments. I keep applying for it because have
plans to provide a better service...best service possible...its just that wc have not receive the facilities yet so wc
have to wait., if doesn’t happen like, you ask today and tomorrow wc cab get it...wc have to wait long for it.
R: How does food served here differs in terms of people’s food habits?
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FM: How to explain, like the bread, they can accept it. just a few- if them cant accept it, they don’t feel satisfied when
they eat bread, bread for the, is light food, they want something more heavy and satisfying..likc fried rice noodles, 
stir fry flat rice noodles or fried noodles. : _ _ ____
R: What are the factors that motivates patients to cat hospital food?
FM: factors that motivates patients to cat hospital food is.... one of it is presentation, how it is served... first the patient
will see, lets say soup, before tasting, they will take a look on the soup, there is potatoes and vegetables, the colour 
of food ... must be appealing to patients. Wc can’t serve chicken soup with just chicken in it. must have carrots, 
potatoes, coriander leaves for garnishing and the smell also must be appealing.
R Is the meal served on trays?
FM: yes... yes
R: Ok, does the trays look attractive?
FM : Wc use trays to serve food and the tray is attractive, because wc serve the food on a tray, wc scoop rice and place it
on the tray and closed with cover.... When the patients looks at it, they know it is clean and appealing to them, we 
don’t serve like in some restaurants where they just throw all the food on the plate or serve in bulk. That’s one of 
the advantage we serve on trays and practicing central plating.
R: so. central plating is used here?
FM: As for now, wc can’t do central plating but I’m planning to do that by the end of the year because of equipment
and faclilitics. Our only problem is that wc don’t have proper equipment, equipment here its not adequate and wc 
have to look at staff s capabilities, for now its nor possible for one cook to cook normal diet and another cook 
prepare therapeutic diet because after that they have to serve the food on the tray and send it to the wards, jj have 
plans to do central plating, for that wc need extra staffs which I have requested. Also have requested for special 
allocation to buy equipments such as trolleys, trays and...to make ways for new area in the kitchen as plating area 
as there is no specific area for it in the kitchen
R: Trolleys in some hospitals arc equipped with heater in it but some doesn’t have
FM: Yes
R: How about here?
FM: Here, wc don’t have trolleys with heater in it, all our ward arc nearby to the kitchen., so there is no need for it. If
lets say the wards far all far away, we need to make sure the food is so, then we need trolleys with heater. As for 
now, we prepare the food in the kitchen, the food reaches the wards in short time and is still hot...it’s really near.
R: lets say the patient went for X-ray when the food was served and the food is cool when the patient is back .. will
the food be heated for the patient?
FM: chmmmm. there arc microwave ovens in the wards to heat up. The nurses can help to heal up food for patients if
the patients arc not around when the food is served. _
R: Do they heat the food for the patients.. .have the patients asked to heat the food?
FM: Here, I think nurses never asked the patients if they want their food to be heated to heat their food, patients also
don’t ask....im very sure nurses have never asked
R: What can wc do to improve patients’ food intake?
FM: patients’ appetite is it?
R: Yes
FM: The only way to improve patients food intake is.., like I said before, food presentation, taste , in terms of normal
diet, because I cheek the food before it is sent ...it is acceptable, tasty, really tasty but its difficult to say when you
arc sick, no matter how nice, the food may not appeal to them., because they arc not well
when was food catering started here?
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KM: The hospital was opened first, maybe in 2004 or early 2005. Only after that, the Dietetic Unit was built and
opened. Therefore, it is fairly new, even this is in the process of renovation and extension of the kitchen, also need
to upgrade the facilities in the kitchen as well. ; ..... ... ....... ... _ _____________________  ____  .  f Comment [STS85]: organisation.
R: Usually, how many meals arc served in a day?
FM: Usually, an average of 32-35 meals at one time. It is really high compared before like in 2000, only 7-8 patients.
The number of patients keep increasing in this hospital. Therefore the preparation rate every day is about 35 in
average, it is more that the number of beds wc have in the hospital.  ( Comment [STS86]: no fo emals
R: How is food prepared here... ‘cook-chill’, atau ‘cook-serve’ atau ‘cook-ffeeze’?
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11ère, wc ‘cook-serve’, we don’t keep the food after cooking. Once the food is ready, we put it in the large 
containers, the hospital attendants [PPK.- pembantu pcrubatan kesihatan] will come and take it and serve in the 
ward almost immediately.
How is food delivered..’bulk’ system or..
food is delivered in bulk system, haven’t got central plating yet here. Although wc use trays to place food but we 
still use the bulk system, where wc place the food on the trays in the wards in front of patients. I’m hoping to do 
central plating as its more systematic and I think patients prefer that then serving in front of them.
What is the difference in terms of food between 1st, 2nd and 3rd class?
Oh. in Hospital Jcli, wc only have 3rd class, don’t have I” and 2nd class...in terms of food. Therefore, all the food is 
the same. However, in other hospitals, the difference is in terms of dessert I think, that’s the difference between I' 1 
and 3rd class. Here, there is only 3rd class, wc give rice, curry or gravy with either chicken or fish, vegetable and 
fruits. In other hospital which has 1" and 2'ld class, they may provide curry or gravy and desserts like puddings plus 
the fruits for 2nd and Is* class patients. The situation in this hospital is different...all is 3rd class.
Should there be difference in terms of food in 1st, 2nd and 3rd class?
Possibly there is no need to have differences, there should be no class but wc have to understand in our 
organization, wc have position in terms of job. wc have hierarchy of post, w c have support staffs as well, their 
qualification means they supposed to get different hospitality., even hotels have class that they follow. Therefore, 
there must be differences in terms of food...the T" and 2 nd class patient may ask for food that is different from 
others. J __________  ________________  _ _ _ _______
Do you think the quality of food differs between 1st, 2nd and 3rd class?
In terms of quality there is no differences between the classes, it’s the same..
Isn’t the 3rd patients class get different fish compared ti 1st class?
To me. in my opinion, if in menu it is stated today that we are having fish and supposed to have Spanish mackerel 
[ikan tenggiri], everyone gets Spanish mackerel, everyone gets the same... that is my personal opinion, which may 
be different from regulation set at work. If I prepare different types of fish, 3rd class may ask why l s1 class get 
bigger fish or so...but usually they ask, those who ask are from T* class.
Menu of each class differs?
Menu differs from one class to another, usually in terms of curry or gravy served. However, in terms of quality it’s 
the same, we don’t serve rotten or bad fish for 3rd class, only the price of the fish may differs, usually the 3rd class 
gets the cheapest fish.. .but all has to be fresh.
Ist class gets extra desserts don’t they...can it contribute to their total nutrient intake?
chm, yes I did mention that the Is1 class patients get extra one dish.... in my opinion, the extra dessert that they
serve yes, if there is an extra food it can make the total nutrient and caloric intake different doesn’t it ...so it is
different isn’t it? [laughs]
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FM: ]n terms of food, it should be the same, all the class should get desserts then.
R: Can I ask.. .for breakfast what kind of drink arc served?
FM: Tea without milk, tea with milk [the tarik]. coffee without milk...follows the menu, if bread with egg jam or jam,
we five chocolate drink [milo], it all depends on menu, if the menu is ‘fried rice noodles, then wc will give tea 
without milk.
R: Do you serve any drinks for lunch?
FM: No, we don’t give water but wc do give fruits for lunch___  ______________  _______ _
R: Lets say there arc patients with denture problems and difficulties in swallowing, then how?
FM: What do you mean..? is it soft diet you mean, we give soft diet, wc give fruits that arc soft such as papaya, rice
porridge, steamed fish in lemongrass soup [ikan singgang] if the patients have difficulties in eating
R: Do you serve fruit juices?
FM: No, wc don't usually give juices to patients here:
R: Should they be given juices?
FM: If wc arc talking about whether wc should be given or not serve fruit juice, wc should but wc don’t have the
facilities to make juices and also the manpower to do all the work. Wc depend on the capabilities of the staffs and 
cost, if wc can’t afford to give then wc cannot give, if wc have allocation, then wc can provide juices and all. There 
arc not enough staffs, lack of equipments and there is no allocation for serving patients food such as fruit juices, if 
there is budget for that then wc can do it. It depends in the hospital’s capabilities as an whole., if can, if there is 
allocation, there is manpower, time...it depends on allocation that the government provides.
R: From a patients’ perception, should wc give them?
FM: If the higher authorities gives our instruction whereby the patients who cant cat must be given juice..there must be
guideline on this... stating that I must provide juice, then there will be no problem because 1 feel patients drink 
fruit juices easily then eating fruits and they can get all the nutrients.
R: so the ministry should introduce a guideline is it?
FM: yes there should be guidlinc on whatwe should give and not, so we can follow on that... if there is with adequate
allocation.... I will certainly serve food that the patients prefer.__________________________________________
R: what is your opinion on food wastage?
F: In what terms?
R: tray waste, individual patients’
F: sometimes when I enter the ward..from my observation, I observe and I ask the staffs who serve food, there arc not
much wastage because when patients do not cat the food, the relatives who arc with them usually cat it..therefore 
there is less wastage. This is because the patients who come here are not from rich family, they are usually village 
people who arc poor. When food is given, they appreciate it very much. Ilf you go to other hospitals, for example 
hospitals in the towns or cities where people arc more rich and financially capable, they can buy outside food, 
those can afford to buy won’t cat hospital fod much. Usually, they follow their preferences and taste so they bring 
from outside. However, here there is not much wastage, can be said minimum.
R: Ini terms of portion size... food sizes, shoud there be sizes such as small, medium and large?
FM: there must be only one portion size for all the paticnts.Jcts say chicken right, wc cut acccording to scale... 150gm
for each adult and children 90g. Wc receive chicken as a whole chicken not cut into piece yet, so we will cut it, i 
need to tell them how big each piece should be. we can’t give too little because most of patient who arc admitted 
here arc poor people. So wc try to give the best for them. Wc don’t to give food that is not good, wc have to be 
more caring in term of that. Wc can’t be too strict cither, wc can’t give exact 100g of chicken, its sometimes more 
orless than that. For children, rice should be 100g but the people here ct rice more than the verge and fish or 
chicken you provide....so sometimes wc do give them more ric if they ask us ut if they are diabcti patients, we will 
explain to them that they arc not supposed to cat rice more, ‘Aunty, you can’t ca more rice..then you will be longer 
in the ward. It can’t be too little as well, thct arc not from well off.
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Do they request for more food?
Sometimes the patients request for more food... I will ask from he staffs who give food....they ask for more rice, 
ask for more chicken piece, if there are extra then wc will give but there are some restriction that they can't cat 
more. Then we will ask the staffs to explain why, for example will tell the doctor have advised that you should 
only take one piece of chicken, can't eat more....
Then how about just having portion size for rice only....not chicken. Lets say im a patient, I may not even eat 
much, therefore 1 order less...so do you think there should sizes?
For me it depends in the disease, if diabetic we have to control their food intake especially rice, can't eat tooo 
much, need to have a measurement of the food that the patient consumes. Wc give them half bowl of rice... there 
must be a measurement so that we know how much they need to given because food can be one of the treatment 
mechanisms...need to have specific measurements j
you sugget we have portion sizes?
yes there should be different portion sizes
why?
we should have portion sizes because wc can reduce wastage... portion size is needed, the one that is provided by 
te ministry helps un wastage, if wc don't have this , how arc wc going to order food and wc can’t tell patients..you 
look larger in terms of body weight, so we will give you more food. Therefore, portion size that we already have 
docs help in that aspect...
what is your role. ..what do you do to control wastage?
my start my duty early, from start...the cooking process,for example 1 determine how much food is needed,
for example chicken, I will calculate according to its weight and also how many patients... you cant guess, if today 
30 patients, do we need to cook 15 whole chickens? It means is ti enough for 30 patients..its the same procedure 
for vegetables and fish. 1 use the measurements that arc rcadly available..thats what I do to adjudt the usage and 
production of food in the kitchen to control wastage.
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What else can be done to reduce wastage?
By practicing central plating we can reduce wastage....that is good because wc serve the food in the kitchen, wc 
already know how much each to be served for each patients. When the food reaches the patients, its will be 
definitely correct in terms of amount and type if food that that patient supposed to cat. As for now, wc are using the 
bulk system..we adjust the quantity in the big container, lets the food is for 30 patients, because it is serve in the 
ward, the may not be the same amount. If wc use central plating there won’t be ant mistake in terms of 
measurement..will be the same .and if the patient does not want to cat at the time, it can be kept because it has 
cover on it ...now the food does not have any covers,the food is exposed. The attendants will collect the trays even 
if the patients have ot finished their meal..they just take the tray, maybe patients won’t have managed to cat at the 
time.
Should the eating time extended?
The eating time....i'm afraid it will happen like this, the attendants [PPK] don’t only serve food, there are many 
other task they need to do, they need to send specimcnts. change the pillow and bedding, help nurses..if wc arc 
talking about extending the time, it will increase the duration they work, so it is not a very good idea.
So, aspects regarding food is not their main task is it?
Yes, serving food to patients is not the attendant's main work... don’t have to extend the eating time, just 
implement central plating because if the food is served and wrapped properly, patients can cat when they want, 
what time time they want to have their meal depends on them entirely.
Should the catering staffs be given training in terms of patients care which involves food....or should 
we just stick to the current system whereby the nurses and attendants [PPK] do the feeding and assist 
patients during meal time?
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serve paitents. If there is allocation then its alright... we have to think of the best for patients right...but 
have to think of many other aspects as well.
From a patients’ perception, do they need to have someone to assist them, for example hep to feed?
1 think don’t need a position created just to serve patients because usually their relative are there to help 
them. 1 think it is sufficient...because there are relatives we can leach them how to take care, how to 
feed especially if  patients have any complications.
Usually the nurses will help in feeding right.. .what is your opinion, do they help?
Those who on tube feeding definitely the nurses play their role, i f  in terms o f giving encouragement not 
so...
So we don’t need any other staffs is it?
It’s sufficient, we have nurses and they can help the patients..do not need any oter staffs employed to 
assist patients with meals ;____________  _______  _____ ______
Are the patients disturbed during their meal time, for example, cotros or nurses do any check-up, draw 
blood etc.?
Ehmmmm...in Jcli hospital...! think in terms of disturbance during meal time... I think because during 
meal time, its patients time to eat. Doctors usually do all the check-up in the morning, so not so 
disturbing, there are but not many incidents I think...like any emergency, they will do some check-ups 
or draw blood or such.
Should there be a regulation stating that there shouldn’t be any disturbance during patients’ meal time?
It’s like this, it’s not necessary to have a regulation stating the doctors can’t disturb patients. We can 
change the doctors’ visiting hours to 9am, so that from 7.30am till 9.00am the patients can eat. Now, 
we serve at 7.30am, at 8.00am the doctors have started their rounds...so there are disturbance, we can 
adjust the time diet is given. If the lunch time interferes with doctors’ visiting time, we can adjudt it. 
They can finish eating at 12.30 because patients now have relatives wh ovisit them from 1.30 till 2pm.
Do we need such settings?
For Jeli hospital we need it
Are patients given menu?
In Jeli hospital no, we don't give menu...we don’t ask them what they want to eat today a ll we just give 
them food which has different menu everyday.
Can explain what are the differences?
Everyday the food that we served changes
Does the same food repeated?
There is Menu A and B.here, every two weeks menu A, another two weeks menu B, the next two 
weeks will be menu A. After many times we change the whole menu.
Is the two menu cycle enough?
It’s adequate to have menu cycle because patients don’t stay in the hospital too ling, they don’t stay up 
to one months, mostly 2-3 days, so its sufficient, i _ _ _ _
There are no menu cards stating what is today’s meal?
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Noj, no menu cards because we don't give menu to patientsnts
Do we need to give menu cards, give choice to patients to choose their food?
If we are going to give menu to patients..that also depends on the capabilities of the hospital. In jeli 
hospital, do we have enough staffs to ask patients what they want to wat everyday and can the cook 
prepare the foods?
There are some hospitals where on the menu the ingredients and nutrients are stated for each food 
served...do we need to give such information for patients here?
I think that to inform patients about the nutritional values food is dietician’s work...let them handle it, 
when they meet the patients they will inform aobut it. We don’t have provide printed material on 
nutritional value or ingredeints o f each food
I don’t mean like that, for example when we give the menu card, on it there is an explanation like how 
many calories, the fat content etc.
I think information such as nutritional value or ingredients of each food that should be available for 
references in the dietetic department not for each patients. They don’t really want to know, enough if  
it’s for staff’s reference.:
why is it?
Sometimes when we tell them not that they understand what we say. Tell them, that this chicken has 
how much protein, they will ask what is protein...then you have to explain all the terms as well...so no 
need. Maybe hospital in cities yes because patients there are quite well educated.
Are you happy with the way choices are made in terms of menu now, how effective it the system?
It is effective, the menu is changed quite often so it’s ok;
How does that kitchen handles things when there are orders outside meal preparation time? 
Patients here have never asked because they don’t have to wait too long for the next meal.
Do you think we should provide something in between breakfast and lunch?
What is give is enough, 4 meals are sufficient. Don’t have to give snacks in between breakfast and 
lunch...then it will be too heavy. !
There are some of them who eat little
Yes, but they tend to eat many times as well
So do we have to serve some snacks then?
Don’t need such system... we don’t have to serve snacks in between meals 
why is it?
It is because if  we were to give morning tea at 1 0 am, we in the kitchen are really busy at that time... 
busy preparing lunch...we can’t handle it.
Let’s say we prepare biscuit and coffee in the ward around 10am...what would you say about that?
We don’t prepare things like biscuits and coffee around 10am here as for now ....we just provide ward 
water. My opinion...it involves allocation right, if  there is enough money then I will agree but in terms 
o f responsibility., it add more work and another task for us.
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Lets say there is allocatin for it and there are more catering staffs?
If there is no problem.. .because we just buy and place the food in the ward. 
So, would you say we should give morning tea for the patients?
No need.. .4 meals is adequate for them, it is complete
If there are patients who are admitted after or while you are cooking, what will be done?
We in Jcli hospital, we prepare the food for them if  there is a call from ward when we are prearing the 
food but if  we have distributed or the dietetic unit is almost closed...let say we cooked ‘chicken 
kurma’, so for the patients who come in late we don’t give ‘chicken kurma’, instead we will prepare 
‘chicken soup’ for them
so it will be prepared on the time?
O f course...because usually we have some extra ingredients. We close our kitchen at 6.30 but if  they 
call that the time, we will cook for them because we know patients come from far away and they don’t 
bring foods with them. Its just that can’t prepare what we serve other patients. We always will prepare 
something for patients who come in late, we have never said we cannot prepare. Jeli is a rural area, its 
difficut to buy food outside even if  they want to. Even if they call around 6.15, we still cook for them.
What are your priorities when you design menu?
1 take into account the local’s preferences and see it’s suitable for patients...! don’t pepare food that is 
not healthy... i look especially for local’s preferences, if  we were to prepare chicken chop, we might 
feel remarkable but patients here won’t like it, therefore it will a waste. We look at our target...look at 
what people here like to eat and apply it in the hospital. [
Does that mean this hospital’s menu is different from other hospitals?
Yes. Menu here is different compared to other hospitals because we take into account the local’s 
preferences
Are you given the authority to make amendmentas to the menu? To make any decisions regarding the 
menu?
Of course jl’m given the authority to make any amendments to the menu but I prepare according to the 
local’s preferences but the dietician will decide whether the food should be included in the menu of 
not., because she will check and approve, check it its suitable or not.
In terms of service, what are the aspects that can be improved?
In terms of food distribution... must be changed from bulk to central plating. That is important 
How do you handle if patients bring in outside food?
To handle patients who bring in outside food I try to prepare food that take into account the local’s taste 
and preference. That is one o f the way I use to try to block them from bringing outside food. When they 
see we serve.. . lets say ‘chicken kurma’, they will eat because they can accept it.
Are there many patients who bring outside food?
ll noticed that there are patients who bring food from outside when bread is served for breakfast, they 
will definitely buy food form outside, for example rice with gravy or curry and fried rice noodles.
Do the patients know what will be served on the day?
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FM: No, patients do know what is served on the day...only when the staffs bring in the trolleys in the ward
they will know. Lets say we serve bread, only after bread is served the relatives o f the patients will go 
outside to buy something for them, they try to buy some satisfying or heavy food.
R: Is the menu placed anywhere in the ward?
FM : No, the menu is not placed anywhere in the ward because other hospitals do not practice that as well.
R: In your opinion do we need to do that or maybe give menu card to each patient...informing the day’s
menu before it is served?
FM: O f course it is appropriate to give printed men uto paitents, informing them of what is served before
they actually receive the food/1 will recommend that.... They should know.
R: Do we need that?
FM: I don’t know whether we should give menu or not, its difficult... im afraid if  they already know the
menu they will ask their relative to bring food from home or outside ... so 1 think no need ... let it be a 
surprise. I_____________________________________________________________________________________
R: So, ini your opinion, who should serve the food to patients, the catering staffs or nurses?
FM: If it’s central palting, then we [catering staffs] should serve the meals to patients.... Ehm, we should
R: why?
FM: catering staffs should serve the patients because we stress more and more exposed to food. We can give
more attention... easy for us to handle, it doesn't involve other units or depamment... their 
comittement is more to clinical, we are more to diet., therefore we should handle it.
R: Do you keep record of food brought in from outside or home?
FM: No, we don’t keep record of food that brought from outside
R: But we don’t know if it’s suitable or not for patients right?
FM: O f course it is difficult to know whether outside food is suitable for patients or not, we don’t know...
R: Your opinion, are the food brought from outside is suitable for the patients?
FM: Definitely outside food is not sutaible especially those which are bought from outside
R: So, how can we handle this?
FM: ehmmmm, how to handle people bringing outside food... how can we to it?.... how.... Can also have a
policy and have signage at the enterance ... forbid from bringing food from outside...because we don’t
know if its safe to be consumed or not, whether there is too much salt or not...
R: so, you suggest we place a signage is it?
FM: yes
R: Are you given any training in terms of food handling and safety?
FM: There are some courses and training... given some books, then sent to other hospitals to learn.. HACCP
not yet. Have been for HACCP talk but have don’t given certicficate
R: Should the catering staffs have certification and recognition in this aspect?
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FM: The catering staffs must have certification in food handling and safety., that the evidence that we have
it and we can do the ob properly., must have so that there is quality in the work that they do.
R: Do we need to give encouragement to patients when they are eating?
FM: No need encouragement to patients because we have classes where they are educated and give
exposure on health, through that they will get encouragement ... when they are in the ward, the 
dietician will explain to them as a group or individually. They will advice the patient and also their 
family members. Its better it is carries out in grouops, we don’t advice them when they are eating 
because its their meal time, not a good time to give advice. For example, if  it’s a diabetic diet, what 
they should eat...things like that is explained.
R: Other suggestions?
FM: Provide more training, especially hands on pratice, not only theory. Staffs should be given training,
they should be sent to bigger hospitals, do some training there or do field trips like kota bharu, serdang, 
selayang and in hospitals which have implemented new technologies, uses other system like central 
plating. I . .................................................. ..............................................  .................
R: your opinion on patient’s eating environment?
FM: 1 think we should a specific dining area because its not appropriate to eat on the bed .. because there is
no table, they still cat on the bed. The practice of eating on the bed is not clean ... there is bedding and
blankets that gets dirty.., [ _______________________________________________________________
R: What about in terms of appetite?
FM: its better to eat on a table, tables are where we should have meals isn’t it ... bed is for sleeping ... so
should eat on the table if  they can move
R: Ok that’s it. how old are you?
FM: I’m 31
R: Your level of education?
FM: Diploma in HR in a college in Mellaca
R: You have t o learn about food yaa?
FM: Since I have diploma in Management, because 1 have 7 years experience in management but when I
was placed in the dietetic department, my knowledge was zero ... 1 did panicked ... don’t have 
information about diet ... after that 1 learned from other hospital ... 1 asked a lot people. Used a lot of
book ... knowledge if we want we can aqquirc it... we shouldn’t panic. Have to think positive. I’m
always asking around and still learning everyday.
R: So you have been two years in dietetics and 5 years in management yaa?
FM: yes
R: thank you
FM: your welcome.
END _________________________________
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2.0 Study Two
2.1 Patients’ Research Information
{  I N V E R S K Y O F
#SU RREV
PATIENTS' RESEARCH INFORMATION
Research Title:
Patients’ Emotional Experience with Food Provision in Malaysian Hospitals
Dear patients,
I am conducting research on the topic of patients’ emotional experience with food provision within 
public hospitals in Malaysia in the School of Management, University of Surrey, UK for my PhD. You are 
invited to take part voluntarily in a research study about emotions and food provision in Malaysian public 
hospitals. The purpose of this study is to explore and understand influences of emotions on patients’ 
eliciting behavior and quality of life. By understanding the role of emotions on patients’ food consumption, 
especially m Malaysian public hospitals, it is anticipated that the best possible foodserace could be 
provided for patients.
Participation
Taking part in this study is entirely voluntary. You may refuse to take part m the study or you may stop 
participation in the study at anytime. You have been approached because the nurses have advised that you 
do not on special diet requirements and eat as usual. Other criteria are such as you must be adult (aged 18 
and above), not on artificial nutritional support, not too ill or require extensive infection control.
Study Procedures
If you agree to participate m this study, you will be asked a series of questions in the hospital vicinity. 
Questions includes aspects such as hospital food consumption, emotions during meal times and emotions 
related food, foodserace system eating environment and role of staff. Interview session is expected to last 
up to 30 minutes. The session will tape recorded with your permission Interviews wifi be conducted in 
*Bahasa Melayn'. If yon are uncomfortable to participate at any point due to language, you may 
request to withdraw or translator will be provided if needed.
Confidentiality
The answers that you provide are confidential and will be only used for the purpose of this research, the 
results will be anonymised for each respondent. If you have any questions about this study, please contact 
Dr Anita Eves, Reader in Food Management at School of Management University of Surrey on + 4 4  (0)
1483 686337 or email: A.Eves@suiTeY-ac.uk.
Thank you for participating in this study.
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2.2 Consent Form
CONSENT FORM
Patients
Version 1, _ /_ /2 0 i2  
Project title:
Patients’ Emotional Experience with Food Provision in 
Malaysian Hospitals
• I confirm that I had read and understood the information sheet dated 
__/_/2G12 (version I) for the above project and have had the opportunity 
to ask questions.
• I understand that my participation is voluntary and I am free to withdraw at any time. I 
understand that I can ask for any sensitive remarks to be removed from the record and that I am 
free to withhold information which I regard to be of a sensitive nature,
• I understand that interview tapes and transcripts will be anonymised and stored within a locked 
cabinet within the research establishment and under the care o f a designated custodian for a five 
years. This will be in accordance with the Data Protection Act 1998.
Researcher: Reena Kumari Vijayakumaran ID No:
Please initial box
I confirm that I have / have not* agreed for the interview to be taped-recorded 
as part of the above study.
*Please delete as appropriate □
Name of interviewee IC No Signature
Name of researcher IC No Signature
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2.3 Interview Protocol
1. Offer opportunity to ask questions after asking background questions
2. Begin interview
A. Could you describe your food consumption during your stay in the hospital?
Which food you consume m ore.... Home cooked or hospital food?
How would you describe hospital food?
iii. Can you tell me more about it?
iv. As a patient, what does food means to you?
How would you describe a positive/good/ impressive eating experience?
B. Could you describe a positive/good eating experience you encountered during
your stay in the hospital?
Can you tell more about it please?
How were you feeling before the food was served?
iii. Why were you feeling so?
iv. Was the food consumed hospital food or home cooked food?
V. Can you describe what were served?
vi. Was the food something that you usually consume?
vii. Were the food served something that you prefer to eat?
viii. How did you feel before you consumed the food?
How did you feel when you consumed the food?
i. Can you tell more about it please?
ii. In your opinion, why you felt so?
iii. Did anything happened which influenced how you felt? OR were there any
particular factor influenced your feelings that the moment?
iv. Can you tell how the happening influenced how you felt?
V. What are the other factors influenced your feeling on the particular time?
vi. Can you tell me more please?
vii. Do you regard it as a positive or negative feeling? Why?
viii. Can you tell more about it please?
ix. How your feeling influences your food consumption? (eat less, more etc)
X. Can you tell more about it please?
xi. What would/can be done to improve your feeling?
How did you felt after you consumed the food?
i. Can you tell more about it please
ii. In your opinion, why did you felt so?
How would you describe a negative/bad/not quite to par eating experience?
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C. Could you describe a negative/bad eating experience you encountered during your 
stay in the hospital?
i. Can you tell more about it please?
ii. How were you feeling before the food was served?
iii. Why were you feeling so?
iv. Was the food consumed hospital food or home cooked food?
v. Can you describe what were served?
vi. Was the food something that you usually consume?
vii. Were the food served something that you prefer to eat?
viii. How did you feel before you consumed the food?
How did you feel when you consumed the food?
Can you tell more about it please?
ii. In your opinion, why you felt so?
iii. Did anything happen, which influenced how you felt? OR were there any 
particular factor influenced your feelings that the moment?
iv. Can you tell how the happening influenced how you felt?
V. What are the other factors influenced your feeling on the particular time?
vi. Can you tell me more please?
vii. Do you regard it as a positive or negative feeling? Why?
viii. Can you tell more about it please?
ix. Does how your feeling influenced your food consumption?
X. Can you tell more about it please?
xi. What would/can be done to improve your feeling?
How did you felt after you consumed the food?
i. Can you tell more about it please?
ii. In your opinion, why did you felt so?
D. Could you describe your opinion about class system in Malaysia hospital?
i. How do you feel about the class system in food provision?
ii. Can you tell me more please?
iii. How do you felt so?
E. What would improve your food consumption during your stay in hospital?
i. Can you tell more please?
F. Is there something else you would like to share in regards with your food 
consumption during your stay here?
4. Give another opportunity to ask question
---------------------------------------------- end----------------------------------------------------
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2.4
Name:
Age:
Gender:
Ethnicity:
Education:
Occupation:
Length of stay:
Type of ward:
Hospital:
Interview transcript
Sugumaran
42 years
Male
Indian
Secondary
Employed/working
6-10 days
2^ and 3^ class
rural hospital
R Could you tell me the reason for admission?
P Heart problem, high blood pressure, chess pain... not serious, under observation to reduce 
blood pressure. I was admitted in both 3rd and 2nd class wards laa.. So have experienced 
eating two different types of food laa.
R Oh..Ok.... Shall we start then interview then...
P Yes, sure...
R What does food mean to you?
P Food is not something that I eat to fill my stomach., its more than that...
R Can you tell more about it please?
P 1 like eating... explore different taste. To me, food that I eat must be good as 1 like to have a 
good eating experience.
R What does hospital food mean to you?
P For me, hospital food is something that is prepared according to my disease or health 
condition I regard it as the best food for a patient. It is also the type of food that provides 
comfort to me when I eat.
R Can you tell more about it please?
P During my stay, I usually feel sad about my health condition. So 1 really look forward to a 
good eating experience. To me, its important the eating experience is a pleasurable one.
R You mentioned about being sad... can you elaborate more please?
P To me, during my stay in the hospital often makes me sad as 1 worry about my health 
condition. 1 look forward to a good eating experience... it is the only thing that makes me 
feel positive about staying in the hospital:
R You mentioned about being sad and worried about your health, how does food helps you to 
feel better?
P Like 1 said before, food is something that I look forward during my stay in the hospital. It 
allows me not to think about my condition or health. 1 feel better...positive and happy, but 
most of the times, its not the case.
R Why do you say its not the case?
P Because food here is not usually nice...so I don't feel that happy. Most o f my experiences is 
not so good
R Can you describe a positive or good eating experience you encountered during your stay in 
the hospital?
P I cant think of a good eating experience.... I can tell about the not too good
R Ok
P Staff here usually leave the food on the table, without saying anything to me. Its like., if  you 
want you can eat, if  you don’t want... don’t bother, jl get sad and feel they are very hostile 
towards me
R How do these feeling affects your food consumption?
P When they just leave without saying anything, 1 often feel very not motivated to eat if  I’m 
not hungry. Only when I’m hungry I will eat.
Once, I was very sad..on the day the doctor told my condition, 1 really didn’t have want to 
eat. My family members were not around. The nurse left the food on the table without a 
word, 1 didn’t at all. When the collected the tray, there was no question about it. If they 
question, at least 1 will try to eat.
R Can you tell more about what you meant by ‘no questions were asked when the trays were 
collected’?
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p After lunch time, my tray was collected by the nurses. Although they knew I didn’t eat at all, 
no questions were asked., like ‘why you didn’t eat?” To m e... that’s not caring enough and 
nurses are not attentive towards patient’s needs. The other day, one nurse was kind 
enough... she asked ‘why 1 didn’t eat my food?’, are my family members bringing food? Do 
I need any other food?'. I must say it made me feel encouraged to eat better. 1 also felt 
determined to eat more as 1 felt someone cared about me., cared whether I’m being taken 
care of. At the same time, 1 felt guilty and ashamed...
R Why did you felt guilty and ashamed?
P Both because I didn’t finish the food. Because the particular nurse’s caringness towards me, 
1 felt someone cared about myself, hence I should try my best to eat the food. Wasting food 
made me feel guilty and ashamed.
R Were you ashamed because she questioned your food consumption?
P Not exactly, 1 was not ashamed because asked me but because I wasted the food., and like 1 
said -  people actually about your food consumption but you didn’t eat.
R OK...
P To tell the truth... food in 3rd class is bad if you ask me. But I have no choice... have to eat. 
I rarely had visitors so I had to eat the food served.
R What do you mean by ‘bad’?
P The food.. I’m talking about 3rd class food... it doesn’t really smell nice. When they serve 
the food... the smell of food is usually not pleasant..
R Can you explain more please?
P The smell usually distress and puts off me from even trying the food. Especially when they 
serve fish dishes.... Whenever they serve fish dishes, 1 tend not to eat at all. 1 know that its 
only the fish dish but the smell is so strong that I could not eat other food as well. In my 
opinion, the food smell is because of the quality of fish used. im very sure the fish is old, not 
fresh and cheap ones. I have seen...for example, fish curry... the fish is not visible as a 
whole, its almost crushed (hancur). You can only see the head of the fish in the curry. Its not 
very appealing to see.
R Can you explain more on what you meant by ‘not very appealing’?
P The fish is crushed with bones sticking out.. 1 can’t persuade myself to eat at all. No matter 
how hungry I am, 1 don’t eat when 1 see fish served as such. In my experience more than 
once 1 have abstain from eating because of that.... This makes quite angry, because I want to 
eat, but because of the smell and presentation, 1 don't cat the entire meal served. It makes 
me angry to think that there are so many employees, especially kitchen staff to prepare the 
food, but it seems nobody is bothered whether a tasty and well presented food is provided to 
patients. I really wonder why nobody is concerned about the quality o f food provided to 
patients.!
R Are there any other factors that affect your perception about food?
P On many occasions I am also not interested to eat hospital food because of the 
taste....ehmmmm... I will say the taste is the main reason why I don’t eat apart from smell.
R Can you explain please?
P You see... the taste really....bad... no taste at all, no salt, not enough spices. 1 feel spices 
are lacking and not cooked well. I don’t like the raw taste of food. The raw taste is too 
strong. Only after one spoon, I vomited the food. I must say after that incident, I’m always 
nervous and not too interested when hospital food was served.
R Can you tell me more about why you felt nervous?
P I was not confident that the food will taste good and taste raw, I was worried that 1 will 
vomit the food. Its not a good feeling...Im quite anxious when 1 have to eat hospital food.. 
Will be always thinking ‘‘oh., will the food be edible today?”
R In a way, you are not too confident to eat hospital food is it?
P Yes! But only when Tm admitted in 3rd class wards. I don’t feel eating hospital food is a 
good eating experience....every meal is a constant worry... When my family members don’t 
bring food from home, 1 rely on hospital food and Tm sure on that day, I will be quite 
worried about ...how it will taste, the smell is nice etc.
R Can you describe after you consume hospital food... in the occasion where you were 
admitted in the 3ld class?
P Mainly unsatisfied....ehmmmm.. because I didn’t enjoy the food served, 
appetite is often not too good, I enjoy eating. 1 look forward to eat... but 
eating..even before eating I have some negative thoughts about the food.
Although my 
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food... I eat in a condition like I'm forcing myself because 1 know 1 will be hungry if  I don't
eat. After eating.......  I feel hostile towards hospital foodJ Tell myself not to eat if  1 had a
choice.
R Any other things you would like to share about your eating experiences?
P Ehm... the thing I’m very concerned is the quality of food served. Because I also work in 
the hospitals. 1 often see staff... I mean kitchen staff not too bothered about serving quality 
foodj. First of all, the quality of raw products especially for 3rd class wards is compromised. 
For example, old fish and poultry are often brought it by the suppliers. Knowing the food is 
not up to standard the officers in-charge usually turn a blind eye to this matter. Control over 
raw product is essential to me. It determines whether the food is tasty or not when served.
R So, you are not satisfied with the quality of food provided?
P Yes., one particular day, they served fish soup and stir-fry beans sprouts. The beans sprout 
was not fresh at all, and from the look of it and smell, you can see its old stock, must have 
passed the expiry date! I couldn’t cat it at all. Felt want to vomit....horrible feeling. I hated 
the dish. After that Ï could never cat beans sprout when they served..too scare if  will 
experience the same.
R Ok... You mentioned about also being admitted in the 2nd class ward during your 
stay...could you share the experiences please?
P Yes, I was first admitted to 3rd class and then later to 2nd class. The thing that I noticed 
is...food was better presented in 2nd class and taste also much better. Both aspects better 
compared to 3rd class food. The thing I was most surprised was the staff’s concern and 
caringness towards me. Before 1 went to 2nd class, I was expecting same food as 3rd class 
food but was surprised. And the staff were very attentive., they always ask me “uncle... what 
you like to eat today? Why didn’t eat?”. Most importantly, they always encourage you to eat 
better.. “Uncle., try to eat a bit more... you need the energy. And when they encourage you, 
its good feeling., in away 1 eat better when they like that...: And on Fridays, I can asked 
them for vegetarian options, they were kind enough to provide such choices.. I became more 
interested to eat hospital food as they ask what I want to eat. Hence, I eat better... because it 
is the food I want to cat.
R Can you tell more about it please?
P 1 like it when allowed me to choose my food especially when 1 was vegetarian every Friday. 
Besides, they asked me if  1 wanted food like dhal curry...Indian dish.
R Can you explain how you felt at the moment?
P 1 was very happy...very happy. I’m happy because 1 get what 1 asked for. And also on the 
first Friday when they asked if  I wanted vegetarian food... 1 was very happy actually when 
they asked. Not only they me asked me but also provided choice. As a result, I ate better.. 1 
finished all the food. I was much satisfied after eating. However, you can never say the taste 
will be home cooked food. They just throw in the spices.. Usually limited spices, need to 
add spices to enhance the taste. I’m aware that salt is less because of my health condition, 
but taste is definitely not the same with home cooked food.
R Can you tell more about taste of food?
P You see... at home, food is cooked for fewer number of people so attention is given to serve 
tasty food. In hospitals, they cook for hundreds of people at one time so little attention is 
given. But .... Im very sure the question is whether they have the initiative to prepare. If 
other catering pip. like for wedding and big occasions can prepare and serve quality and 
tasty food., why can’t hospital food.. .frustrating if  I think of it I In my experience....i will 
say there is less attention given to hospital food preparation. I will certainly cat if they show 
more attention to food preparation laa...
R Is there anything else you would like to share about your experience?
P Ehmmmmm... ah! Because I don’t experience a good eating experience, especially because 
of the taste, presentation and so on, 1 waste a lot of food. Its not in my nature to do so... 1 
rarely waste food. I get quite angry and frustrated when I think about it. “Why can’t they 
serve tasty food..surely I will not waste!” The other day, I felt quite upset when I saw the 
nurse taking back trays which were hardly touch... so many trays... so much food being 
wasted. Yet, nothing has been done., “why nobody is looking at it., any say..ok, wc need to 
change this, this n this to improve food consumption? Its quite frustrating. Most days in 3rd 
class, 1 cannot finish my meal, at least quarter or half of the food is left untouched. The 
government is wasting a lot of money... why? Because they are providing food for patient’s 
wellbeing, but because it is not cooked well., its being wasted. If you were to think it in |
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terms of money, a lot is being wasted! Its better to cook good food, control at the food 
preparation stage, so patients will happily eat. No need to introduce huge changes in food 
preparation... make sure food is tasty and quality raw produce are used. There are staff hired 
to in-charge of food preparation, they should be more serious about their role laa.
R In your opinion, how was the eating experience in 2nd class ward?
P 1 would say overall, the eating experience was a positive one. I even asked my wife not to 
bring food from home! once 1 was admitted in 2nd class. I was much confident to eat. 
Although at times 1 felt food was not equal as home cooked food. Compared to 3rd class 
food,, 2nd class food was edible. 3rd class food is not something that I could eat. only by 
forcing myself. In my experience, I want to eat hospital food as I know it is something that 
is prepared according to my health condition, but taste laa... main factor deters me.
R You mentioned eating in 2nd class was a good experience, could you share some of your 
experiences?
P 1 was generally felt confident to cat, and satisfied after each meal. The food, especially 
desserts such as pastries... I enjoyed... really liked it.! But the portion size of rice was 
usually too big for me, 1 wasted it, only ate quarter of it...felt bad about wasting the food. 
Asking me what I wanted to eat was great! I felt someone actually cared about what I want 
to eat. In the past, I used to think the government provides these sendees subsidised, so we 
cannot voice out what we want, just have to eat what is given to us. But when they give you 
some choice, you feel... they care about your wellbeing. One the first day in the hospital, I 
was quite shy and reluctant to ask I wanted to eat certain type of food, but didn't feel 
awkward because nurse were very understanding and accommodating. They ordered food 
that 1 wanted and prepared to my taste. For example, I don’t like cabbage and 1 told them, 
they gave me pak choi instead! Not only I didn’t waste, but I also enjoyed the food. Even the 
fish serve was good... the fish was not broken into pieces, it was nice to see the fish served 
as a whole., presented well. However, before that, I didn’t want to ask....I was scared of 
being scolded.... Some nurses do scold the patients, I have seen before. Another patient was 
too worried about his health that he was not interested about the food. In this case, the 
nurses should ask his preferences, because when they don’t ask, he didn’t eat because he 
didn’t like the food served and very little encouragement was given to persuade him to eat 
by the nurses. My family members usually come during mealtimes, because they know I 
don’t like to eat alone. When I eat alone, I tend to think too much about my illness, so don’t 
really have the appetite to eat. A quick greeting and exchange of words between patients 
without family members is essential. In my experience, it always helps to feel more 
positive..cheerful
R How does your feelings influence your food consumption at the time?
P To me... 1 think much about my health condition, it was a moment where 1 was not 
surrounded my medical staff doing test etc.. Every day in hospital....Food kept me away 
from thinking about illness... so enjoyed eating what was served. I felt good about myself 
because I ate better, and I know the food as healthy, so made me felt Im taking care o f my 
health in a way. It was enjoyable moment.
R In your opinion, what is regarded as an enjoyable eating moment?
P You see...I'm  not too fussy about what is served. Dn Monday they served chicken curry 
and rice... all I ask is to prepare the curry more tasty..with correct amount o f spices and 
ingredients and fresh produces. No bad smell and no raw smell... chicken or meal cooked 
well., not too hard. And vegetables in 3rd class usually looks like boiled vegetables., lifeless 
and overcooked. Worse... it its tasteless. They should cook well, so 1 will eat better and 
waste less. Cooked already, can’t reuse the food... all waste. Must always think., why they 
are wasting, quality is bad and smell bad. Its fine if  the government have their own menu 
everyday, but improve on the taste and food preparation (cook well). My first few days in 
the hospital... 1 often felt worried...”oh my wife wont bring food today, don’t know what 
the hospital will serve., surely not tasty, don’t know how I’m going to eat!” ...I had these 
kind of perceptions before consuming hospital food...but once in 2nd class, 1 was really 
relieved after trying the food few times. Thinking about hospital food that will be served on 
each day used to be a constant worry to me in 3rd class.
R Ok... is there anything else you would like to share about your eating experience?
j Comment [VRM(-S188]: Emotion- 
; happy -  food preparation
Comment (VRM(-S189]: Emotion - 
: confident, happy -  2nd class
Comment [VRM(-S190]: Emotion - 
: satisfied, confident, enjoyed -  2nd clas 
: food, desserts, pastries
Comment [VRM(-S191]: Incident 1 
| -  asking for choice, help, shy, scared, 
; worried
Comment [VRM(-S192]: Incident 1 
: -  positive cheerful, eating setting, ator
Comment [VRM(-S193]: Incident 1 
: -  enjoyable moment
; Comment [VRM(-S194]: Incident 1 
; -  taste, presentation , ingredients
j Comment [VRM(-S195]: Incident 1 
I -  worried, general assumption
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Appendix
p Ehmmm.... Food in the hospital is usually not catered to all ethnic. The food is mainly 
prepared in one particular style, food is usually cooked in Malay style. What they cook is 
not something that I usually eat at home or when I’m unwell. But its not a big issue to me, I 
try to eat. I won’t say I won’t eat because sometimes I do eat Malay dishes outside, its just 
that when you are feeling unwell, not you don’t really want to eat food that is not familiar. 
But even Malay patients reject the food served., my neighbour told “how to eat if they serve 
like this?” [The other day, curry was serve... looked very much similar between Indian and 
Malay style., but in hospital here, they cook with the mentality that patients will eat 
whatever that is served. I’m quite vocal about the food.. I do tell the doctors or nurses about 
the food when I think it is compromised. But. the take it in a wrong way, they get angry., 
they think we are complaining. Very few think ‘why patients are complaining’! But when I 
tell the doctors they are good... they send the complain to the kitchen, but over the 10 days I 
stayed there, after complaining I do not see any improvement. I can complain once or twice, 
cant go on and complain for days..and I don’t see the benefits of complaining because things 
do not change! jYou still get the same food.. I got angry at first but after few times.. I was not
determined anymore to complain as nothing changes. I felt quite ashamed once when after 
complaining about the food to the nurse... she responded “ you keep complaining every 
meal”., after that I never said anything about the food. They are not taking it constructively, 
they see me a nuisance I think. The doctors asked me once..how was the food, and I replied.. 
“No home cooked food today, so I didn’t really eat, hospital food was not nice”... the doctor 
sent a complain to the kitchen and I was labelled as person who always complains.
In conclusion I will say, the staff should change their perception about patients’ food 
consumption, they should not think ‘they are patients, will eat anything that is served, they 
don’t have other choice, so doesn’t matter if the food is tasty or not. jl have this mentality 
that...worrying about whether the food served will be compromised or not itself makes me 
nervoujs and anxious. Sometimes 1 think thinking like that makes me feeling unwell, not top 
of my health condition itself. Makes me feel even worst, sad and feeling down. {Most 
consider, for majority of patients here, like myself, we do not have family members who 
bring food for each mealtime. For me, my family can only bring food once a day, which is 
usually dinner. So, I have to eat hospital food other times, must consider all this. You sec.. 
most family members are working and have other responsibilities, so patients to rely on 
hospital food at least for one main meal. To me, must think and be sensitive about patients’ 
needs and wants!!! To tell the truth, I experienced more negative feelings compared to 
positives ones during my stay in the hospital in terms o f food consumption. The eating 
experience itself resulted in the feeling that I felt and affected my food consumption as I 
mentioned before. |
R Ok... thank you for your insight., is there anything else you would like to share?
P Ehmmm.... No laa, I think that’s all.
R Thank you very much..
END
--"( comment [VR.M(-S196]: Incident 1 
j -  ethnic food, staff attitude
j Comment [VRM(-S197]: Incident 1 
j -  worried, nervous, anxious, sad__
Comment [VRM(-S198]: Emotions 
Negative overall
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